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Sir JoszrpH Lister, Bart., 
E.R.S. 


Sir JAMES CRICHTON BROWNE, 
M.D., F.R.S. 


W. MitcHELL Banks. 
Wiriram M. Orp, M.D. 
A, PEARCE GOULD. 


b 2 


1787. 
1790. 
1791. 


1795. 
1801. 
1803. 
1824. 
1828. 
1831. 
1834. 
1835. 
1836. 
1838. 
1840. 
1842. 
1843. 
1844. 
1845. 
1846. 


1847. 
1849. 
1850. 
1851. 


* Kirst Triennial Award under the 


THE FOTHERGILLIAN GOLD MEDALLISTS. 


WiiaM Fatconer, M.D. 
RoweErt Wiwan, M.D. 


JOHN COAKLEY LETTSOM, 
M.D. 


JOHN Mason Goon. 

Francis Bourratrz, M.D. 
EpWARD JENNER, M.D. 
Rospert W. BAMPFIELD. 

JOHN GEORGE PARRY. 
WILLIAM AUGUSTUS GUY. 
WILLIAM JAMES CLEMENT. 
GEORGE Moore. 

THOMAS EGERTON BRYANT. 
GEORGE PILCHER. 

SAMUEL OSBORN. 

JAMES Rispon BENNETT, M.D. 
JOHN WEAVER Lever, M.D. 
Henry Pratt RoBArtTs. 
WALTER CooPen Denby. 
Ropert Mortimer GLOVER, 


M.D. 
S1Inas STEDMAN. 


JOHN MILLIGAN. 
RIcHARD Payne Corton, M.D. 
RIcHARD HODGES. 


vide Trans., vol. xiv, p. xt. 


1852. 


1853. 
1854. 


1856. 
1857. 
1858. 


1859. 


1868. 
1870. 
1872. 
1873. 
1877. 


1878. 


1882. 
1883. 
1886. 
1888. 


FREDERICK WILLIAM HEAD- 
LAND. 


ALFRED WILLIAM POLAND. 


BENJAMIN WARD RICHARDSON, 
M.D. 


WILLIAM BuRKE RYAN. 
EDWIN CANTON. 


THOMAS HERBERT 
M.D. 


ALDERMAN THomas HouGHTON 
WATERS. 


JOHN CLAY. 

THos. SmitH Crovuston, M.D. 
Epwarps Crisp, M.D. 

JOHN Kent SPenpDER, M.D. 


PETER Murray BRAIDWOOD, 
M.D 


BARKER, 


JOHN MILNER FOTHERGILL, 
M.D. 
Tuomas MrioHactt Dotan, M.D. 


NORMAN PoRRITT. 
JOHN STRAHAN. 


Hopart Amory Harz, M.D., 
U.S.A. 


1893.* WirtitaAmM RicHaRD GOWERS, 


M.D., F.R.S. 


Charity Commissioners’ New Scheme, 


1893. 


1876. 
1881. 


1894. 
1873. 
1890. 
1881. 
1881. 
1886. 


1894. 


1881. 
1869. 


1890. 
1883. 


1875. 


1890. 
1883. 
1890. 
1878. 
1881. 
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THE HONORARY FELLOWS. 


Barnes, Rosert, M.D., Lingwood, Liss, Hants, Lt, o. 

Barnes, J. K., M.D., Surgeon-General U.S. Army, Washington. 
Bittines, Joun 8., M.D., Washington, Surgeon to the United States 
Army ; Librarian to the Surgeon-General’s Library, Washington. 
Carrin, Lovis, M.D., Médecin-major de premiére classe, Professeur 

agrégé & Ecole du Val-de-Grace, Paris. 

CHAUVEAU, A., Professor of Physiology at the Medical School of Lyons. 

Crupeti, Tommasi, M.D., Rome. 

Da Costa, J. M., M.D., Professor of Medicine in the Jeffreson Medical 
College, 1700, Walnut-street, Philadelphia. 

Emmet, Tuomas Appis, M.D., 89, Madison-avenue, Surgeon to the 
Woman’s Hospital of the State of New York. 

GAIRDNER, WirtIam Tennant, M.D., LL.D. Edin., F.R.C.P. 
Edin., F.R.S., 225, St. Vincent-street, Glasgow. 

Gant, FrepERIck James, F.R.C.S., 16, Connaught-square, W., 
Consulting Surgeon to the Royal Free Hospital. p, vp 2, LL, 0, c 3. 

Hausa, JosEPH, Professor of Medicine in the University of Prague. 

Harz, Cuartes Joun, M.D., Berkeley House, Manchester-square, W., 
Consulting Physician to University College Hospital, and late Pro- 
fessor of Clinical Medicine in University College. pP, vp 2. © 8, LL. 
Trustee. 

Hormeren, Friraior, Professor, Upsala. 

Humpury, Sir Grorae Murray, M.D., F.R.S., Professor of Surgery 
in the University of Cambridge. 0, c 2. 

JENNER, Sir WILLIAM, Bart., K.C.B., D.C.L., LL.D., M.D., F.BS., 
Greenwood, Durley, Hants, Physician-in-Ordinary to H.M. the 
Queen and to H.R.H. the Prince of Wales; late President of the 
Royal College of Physicians; Emeritus Professor of Clinical Medi- 
cine in University College, London; Consulting Physician to Uni- 
versity College Hospital. 

Kocuer, THEopoR, Professor, Berne. 

Lz Roy DE Mericovrt, A., M.D., Paris. 

LomMBARD, Henri-Crermonp, M.D., Geneva. 

Mircuett, 8. Weir, M.D., Walnut-street, Philadelphia. 

NvssBavuM, JouN Nepomvux Ritter von, M.D., Professor of Surgery in 
the University of Munich. 


1875. 


1873. 


1876. 


17 7. 
1881. 


1873. 


XXII 


OuiER, Professor, Lyons. 
Paget, Sir James, Bart., D.C.L., LL.D., F.R.S., 5, Park-square, W., 


Serjeant-Surgeon to H.M. the Queen; Surgeon to H.R.H. the 
Prince of Wales; Consulting Surgeon to St. Bartholomew’s Hospital. 

Pancoast, JosePH, M.D., 1030, Chesnut-street, Philadelphia, Professor 
of Anatomy in the Jeffreson Medical College. 

Sanné, A., 12, Place de Laborde, Paris. 

TARNIER, STEPHANIE, M.D., Professor of Obstetric Medicine in the 
School of Medicine, Paris. 

ViroHow, RupoupH, M.D., Professor of Pathological Anatomy in the 
University of Berlin. 


1851. 
1882. 
1856. 
1855. 
1850. 


1850. 


1837. 
1855. 


1850. 
1876. 
1836. 


1853. 
1889 

1876. 
1864. 


1851. 
1875. 
1861. 
1851. 
1876. 
1851. 


1851. 
1851. 


1851. 
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CORRESPONDING FELLOWS. 


ALBARO, J. MenpeEz, Madrid. 

BADALONI, GiusEPPE, M.D., Fano, Prov. di Pesaro, Italy. 

Baker, ALBERT, M.D., The Laurels, Pinhoe, Exeter. 

BEARDSLEY, Amos, Bay Villa, Grange, Lancashire. 

BENAVENTE, Marrano, Madrid. 

BENEKE, F. W., M.D., New York. 

Boum, Proressor, M.D., Vienna. 

Borrini, GiusePrz, M.D., Milan. 

Buurine, J.J., M.D., Berlin. 

Coatzs, CHARLES, M.D., F.R.C.P., 10, Circus, Bath, Consulting Physician 
to the Bath Royal United Hospital. c 3. 

Cox, W1ii1am Istporz, Hawkesbury, Upton, Gloucestershire. c. 

Dr Muyrwnckx, J., M.D., Ghent. 

Ecstein, SiaismMunpD, M.D., Vienna. 

EyYuannt, JoHANN Emit, M.D., Curland, Russia. 

Fattot, R., M.D., St. Laurent d’Aigonze, Montpelier, France. 

Frank, Purp, M.D., F.R.C.P., Cannes, France. 

GRIFFITH, RicHARD Guyn, Allahabad, India. 

HASENFELD, EMMANUEL, M.D., Pesth. 

Hyman, —, M.D., Antwerp. 

Iz@uizRDO, SEBASTIAN OsTEGA, Madrid. 

Jones, Puinrp Sypney, M.D., F.R.C.S., Examiner in Medicine in the 
University of Sydney, Australia, Hon. Consulting Surgeon to the 
Sydney Infirmary. 

JOURNEZ, Henri, M.D., 43, Rue de la Charité, Bruxelles, Belgique. 

KO6nLIKER, ALBERT, M.D., Professor of Anatomy and Physiology at the 
University of Wurzburg. 

Lriguton, WALTER H., M.D., Lowell, Massachusetts, U.S. 

Leon, Josz, Madrid. 

Luanos, Antonio Campo, Madrid. 

Lovera, Josx, Madrid. 

Marino, Bonrractio Matreos, Madrid. 

Menpezz, BArTHOLOME, Madrid. 

Morina, M. M., Madrid. 

NeGri, GaeTAno, M.D. Pisa. 

OrtEGA, J. R., Madrid. 


1865. 
1882. 
1886. 
1860. 


1876. 
1874. 
1851. 
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Prrvuzz1, Domenico, M.D., 22, Via Mazzini, Bologna. 

ReEstREPO, ALESSANDO Epvarpo, M.D., Medillin, Columbia, U.S.A, 

Rocna, A., M.D., Coimbra, Beira, Portugal. 

Rovsset, M.D., Dean of the Faculty of Medicine, Montpelier. 

ScHARLAN, Gus. W., M.D., Stettin, Prussia. 

Scumitz, RicHarp, M.D., Neuenahr. 

ScuuTaowskry, J., St. Petersburg. 

Szssz, M., Mesqui, Madrid. 

STOCKWELL, THoMAS GoLDESBROUGH, F.R.C.S., 6, Circus, Bath, 
Surgeon to the Bath Royal United Hospital. 

TrREZA, Fr~ix Garcia, Madrid. 

Vatprz, Franco Cortiao, Madrid. 

Wittiams, Cnarzrs, F.R.C.S. Edin., 48, Prince of Wales-road, 
Norwich; Surgeon to the Norfolk and Norwich Hospital. 


THE FELLOWS 


OF 
THE MEDICAL SOCIETY OF LONDON. 


(Corrected to 1st October, 1895.) 


EXPLANATION OF ABBREVIATIONS. 


P.— PRESIDENT. FM.—ForTHERGILLIAN GoLtD MEDALLIST. 
VP.—VIcE-PRESIDENT. SM.—SiLver MEDALLIST. 
T.—TREASURER. O.—ORATOR. 

L.— LIBRARIAN. CFC.—CuHatrmMan, Hovst anp FINANCE 
S.—SECRETARY. COMMITTEE. 

C.—CouUNCILLOR. §—SeEc. FOR FOREIGN CORRESPONDENCE. 


LL.—LEtTtTsoMiAN LECTURER. *—LiFE MEMBERS. 


TR.—TRUSTEE. 


The number prefixed signifies the date of election. The figures appended 
indicate the number of Sessions served, and refer to past appointments ONLY. 


1890. 


1888. 
1891. 
1894, 


1890. 
1883. 


1884. 
1889. 
1878. 
1852. 


ABBOT-ANDERSON, WiitiaM Mavricre, M.B., 10, Oid Cavendish- 
street, Cavendish-square, W. 

ABBOTT, CHARLES Epwarp, M.R.C.S., Shrapnels, Taunton. 

ABRAHAM, PuiIneEaAs 8., M.D., 2, Henrietta-street, Cavendish-square, W. 

ACHARD, ALEXANDER Lovis, M.D., 9, Blandford-street, Portman- 
square, W. 

ACKLAND, RoBert Craia, M.R.CS., 18, Savile-row, W. 

ACLAND, THEODORE DykkE, M.D., 74, Brook-street, Grosvenor-square, W. 
0. 

ADAM, JAMES, M.D., Malling-place, West Malling, Kent. 

Apams, JAMES, M.D., 4, Chiswick-place, Eastbourne. 

ADAMS, Jos1AH OAKE, M.D., Brook House, Upper Clapton, E. 


*ApaMS, WILLIAM, F.R.C.S., 5, Henriett1-street, Cavendish-square, W. 


P; 0 8,0, VP'3; Li. 


1878. *ALLCHIN, Witt1amM Henry, M.D., F.R.S.E., 5, Chandos-street, 


1873. 


Cavendish-square, W. vp 2, Hon. Librarian, Orator. 
Auten, Henry Marcus, F.R.C.P. Edin., 20, Regency-square, Brighton. 


1873. 
1883. 
1872. 
1894. 
1860. 
1885. 
1889. 
1888. 
1869. 
1894. 
1894. 
1873. 
1892. 


1873. 
1871. 
1892. 


1894. 
1891, 


1876 


1890. 
1891. 
1881. 
1884. 
1859. 


1883 


1895. 


1874. 
1884. 
1886. 
1884. 


1886. 


1888. 
1882. 


1887. 
1891. 
1880. 


1889. 


XXVI 


ALLFREY, CHARLES Henry, M.D., Plas Newydd, St. Leonards-on-Sea. 

ALLINGHAM, HerBert W., F.R.C.S., 25, Grosvenor-street, W. © 3. 
*ALLINGHAM, WILLIAM, F.R.C.S., 25, Grosvenor-street, W. . 

Aston, WILLIAM Evetyn, M.B., Wheathampstead, Herts. 

AtTHaAus, Junius, M.D., 48, Harley-street, W. o 5, § 3. 

ANDERSON, JOHN, M.D., C.I.E., 9, Harley-street, W. 

ANDERSON, WILLIAM, F.R.C.S., 2, Harley-street, W. o. 

ANDREWES, FREDERICK WILLIAM, M.B., 35, Welbeck-street, W. 

ARMITAGE, SAMUEL Harris TatHam, M.D., 39, Grosvenor-street, W. 

ARMSTRONG, WILLIAM, M.R.C.S., Thorncliffe, Buxton. 

ASHE, WittIAM Percy, M.D., 41, Sloane-gardens, 8.W. 

AtxKinson, Epwarp, M.R.C.S., 98, Albion-street, Leeds. 

Ayres, CHARLES James, M.D., 474, Welbeck-street, W. 


BaGsHAWE, FrEpDERIC, M.D., 35, Warrior-square, St. Leonards-on-Sea. c. 

Baitey, GrorGE HEwtert, M.R.C.S., 48, Queen Anne-street, W. 

BarLtEy, Henry Freperick, M.R.C.S., The Hollies, Lee-terrace, Lee, 
Si 62) 

Battey, Ropert Cozens, M.S., 21, Welbeck-street, W. 

Batty, Percy J., M.B., County Asylum, Hanwell, W. 

*BAKER, Henry Francis, F.R.C.S. Edin., 2, Mandeville-place, 

Manchester-square, W. c. 

Baker, WiLt1AM Henry, M.R.C.S., 40, Norfolk-terrace, Bayswater, W. 

Baz, JAMrus Barry, M.D., 12, Upper Wimpole-street, W. 

BALLANCE, CHARLES ALFRED, M.S., 106, Harley-street, W. 8 2,03. 

Banxs, W. Mitcuett, F.R.C.S., 28, Rodney-street, Liverpool. 0, c. 

BARNES, JOHN WIcKHAM, F.R.C.S., 3, Bolt-court, H.C. 8 2, VP, c 3. 

*Barnes, Ropert, M.D., Honorary Fellow (q. v.). 

BaRRATT, JOHN OGLETHORPE WAKELIN, M.D., 26, Upper Wimpole- 
street, W. 

Barrett, Howarp, M.R.C.S., 49, Gordon-square, W.C. oc. Councillor. 

Barrow, ALBERT Boycs, F.R.C.S.,37, Wimpole-street, W. 0. 

BaRWELL, RicHarD, F.R.C.S., 55, Wimpole-street, W. 

Bateman, Freperick Auaustus Newton, M.R.C.S., 4, Charles-street, 
St. James’s-street, S.W. 

BATTERHAM, JOHN WILLIAMS, M.B., Bank House, Grand-parade, St. 
Leonards-on-Sea. 

Battie, WittiamM Henry, F.R.C.S., 2, Mansfield-street, W. 

Bracy, Frurcuer, M.B., Winchester House, Kingston-hill, Surrey, and 
64, Welbeck-street, W. c. 

Brae, Epwin Cuirrorp, M.B., 23, Upper Berkeley-street, W. 

Bratz, Peyton T. B., F.R.C.S., 61, Grosvenor-street, W. 

BrEvor, CHarLtes Epwarp, M.D., 33, Harley-street, W. 8 2, c. 
Trustee. 

BrEvor, Sir Huan Reeve, Bart., M.D., 18, Serjeants’-inn, Fleet- 
street, E.C, 


1887. 
1881. 
1883. 


1887. 
1873. 
1890. 
1868. 
1888. 
1850. 


1883. 
1889. 


1886. 
1881. 


1888. 
. *BLoxaM, JOHN ASTLEY, F.R.C.S., 75, Grosvenor-street, W. vp 2, 8 2, 


1871 


1867. 
1879. 
1872. 
1886. 
1886. 


1889. 
1883. 
1868. 


1869. 


1889. 
1876. 
1873. 
1893. 
1862. 


1890. 
1878. 
1878. 
1889. 


1873. 


XXVIII 


BENHAM, FREDERICK Lucas, M.D., 93, Elizabeth-street, Eaton-square, 
S.W. 

Bennet, RoBERT OTTIWELL-GIFFORD, M.D., Tankerville House, Park- 
place, Buxton. 

BENNETT, WILLIAM HENRY, F.R.C.S., 1, Chesterfield-street, Mayfair, W. 
0. 

Berry, JAMES, F.R.C.S., 60, Welbeck-street, W. 

BEVERIDGE, JAMES SpowaRtT, M.R.C.P. Edin., Lochinver, Lairg, N.B. 

BIDWELL, LEONARD ARTHUR, F.R.C.S., 59, Wimpole-street, W. 

Brrp, Grore@s, M.D., 49, Welbeck-street. 

Birp, MartHew Mircuett, M.D., St. Mary’s Hospital, W. 


*BirKett, JoHn, F.R.C.S., 62, Green-street, Grosvenor-square, W. 


vp, 0 6. 

Biss, Cecin Yates, M.D., 185, Harley-street, W. 

BissHopp, Francis Ropert Bryant, M.B., Belvedere, Lonsdale- 
gardens, Tunbridge Wells. 


*BrLack, WILLIAM GALL, F.R.C.S., 2, George-square, Edinburgh. 


BLAKER, WALTER CAMPBELL, Bognor, Sussex. 
Branco, Leon, M.D., Aix les Bains, France. 


C3. 

Bonp, THomas, F.R.C.S., 7, The Sanctuary, Westminster, S.W. c. 

Bott, Henry, M.R.C.S., Brentford, Middlesex. 

Bourton, Percy, M.D., 6, Seymour-street, Portman-square, W. 0. 

Bourns, NewcoME WHITELAW, M.D., 78, Redcliffe-gardens, 8.W. 

BoustTEaD, Roprnson, M.D., Surgeon Lieutenant-Colonel, c/o Messrs 
King & Co., 45, Pall Mall, S.W. 

Bowtzs, Ropert Leamon, M.D., 16, Upper Brook-street, W. 

BRADSHAW, JAMES Dixon, M.B., Savile Club, Piccadilly. 

Bratipwoop, Peter Murray, M.D., Coleshill, Amersham, Bucks. F.M., 
ST. 

BrRAINE, Francis Woopuovss, F.R.C.S., 67, Wimpole-street, W. 
VP 2,8 2,03, 8M. 

Brarne, C, Carter, F.R.C.8., 67, Wimpole-street, W. 

BREWER, ALEXANDER Hampron, 136, Richmond-road, Dalston, E. 

BrinpewateER, THomas, M.B., LL.D., Harrow, Middlesex. c. 

BROADBENT, JOHN FRaNcIS Harrpin, M.B., 84, Brook-street, W. 

BRoaDBENT, Sir Wittr1am Henry, Bart., M.D., 84, Brook-street, W. 
P, VP, O, LL, o 4. 

Brook, WILLIAM FREDERIOK, F.R.C.S., Langlands House, Swansea. 

Brooks, Jos Epwin, 54, Mill-street, Ludlow, Salop. 

Brown, ANDREW, M.D., Elton Villa, 1, Bartholomew-road, Kentish 
Town, N:W. 

BrowNt, GEoRGE Bucxston, M.R.C.S., 80, Wimpole-street, W. 
C 2. 

Browne, Lennox, F.R.CS. Edin.,15, Mansfield-street, Portland Place, 
W. 


1887. 
1873. 


1862. 
1874. 


1850. 


1885. 
1872. 
1890. 
1886. 
1872. 


1886. 


1892. 


1893. 
1891. 
1888. 
1892. 


1892. 
1889. 


1882. 


1889. 
1871. 


1889. 
1876. 
1876. 


1889. 


1882. 


1891. 


1885. 
1889. 


1877. 
1894. 
1871. 
1875. 
1873. 
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Bruce, JoHN Mitouet, M.D., 23, Harley-street, W. Councillor. 
Brungzs, Martin, M.R.C.S., 384, Gloucester-place, Bryanston-square, 


W. 
Brunton, Joun, M.D., 21, Euston-road, N.W. vp, ¢ 2. 


*Brunron, Tuomas Lauper, M.D., F.R.8., 10, Stratford-place, W. 


LL, VP, 0 4, SM. 


*Bryant, THomas, F.R.C.S., 65, Grosvenor-street, W. P, VP, LL, 82,04. 


Trustee. 


*Bunny, J. Brice, M.R.C.S., Newbury, Berks. 


Burger, ALEXANDER, M.D., 10, Finsbury-square, E.C. 

Burter, Parrick, L.K.Q.C.P., 22, Duke-street, Portland-place, W. 

Burier-Smytux, ALBERT CHARLES, F.R.C.S., 76, Brook-street, W. 

Bras, Epwarp Uszerey, M.R.C.8., 10, Cambridge-gate, Regent’s 
Park, N.W. 


OCaunItt, Joun, F.R.C.S., 12, Seville-street, Lowndes-square, Hyde Park, 
S.W. c2. Councillor. 

CALDWELL, Rosert, F.R.C.S., Surgeon Captain, care of Messrs. Holt 
and Co., 17, Whitehall-place, S.W. 

Carry, Henry ALBERT, M.D., 24, Upper Berkeley-street, W. 

CALVERT, JAMES, M.D., 86, Queen Anne-street, W. 

CAMPBELL, CHARLES M., M.D., Travelling. 

CaRGILL, LionEL VERNON, F.R.C.S., Royal Eye Hospital, St. George’s- 
circus, 8... 

Caress, ALBERT, F.R.C.S., 10, Welbeck-street, W. 

CARNALL, Epwarp, M.R.C.S., Small-pox Hospital, Highgate, N. 

CARPENTER, ARTHUR Bristowr, M.B., Wykeham House, Bedford 
Park, Croydon. 

CaRR, JOHN WALTER, M.D., 19, Cavendish-place, W. 

CarTER, RoBERT BRUDENELL, F.R.C.S., 31, Harley-street, W. P, VP, 
©, Li, 0 4, 

CARTWRIGHT, ALEXANDER, M.R.C.S., 32, Old Burlington-street, W. 

CaRTWRIGHT, 8S. Haminton, 45, Albert-gate, Hyde-park, W. 

*CaTHCART, Samurt, M.R.C.P. Edin., Prudhoe House, High-road, 

Tottenham, E. 

CautLey, Epmunp, M.B., 15, Upper Brook-street, W. 

Cavary, Joun, M.D., 2, Upper Berkeley-street, W. © 3. 

CHAPLIN, T. H. Annoup, M.B., 24, Finsbury-cireus, E.C. 

CHASSEAUD, WiLt1AM, M.D., Smyrna, Asia Minor. 

CHEYNE, Watson, F.R.C.S., F.R.S., 75, Harley-street, W. ©. Lett- 
sonian Lecturer. 


*CHISHOLM, Hpwin, M.D., Sydney, New South Wales. 


CHRISTMAS, CHARLES Denn, M.D., De Pany’s Avenue, Bedford. 

CHURTON, THoMAS, M.D., 35, Park-square, Leeds. c. 

CLarK, ANDREW, F.R.C.S., 71, Harley-street, W. Councillor. 

CLARKE, T'HomaAs Kitner, F.R.C.S., 66, John William-street, Hud- 
dersfield, 


1883. 
1894. 
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CraRKE, WILLIAM Bruce, F.R.C.S., 51, Harley-street, W. c. 
CuincH, THomas Axpovus, M.B., 4, Ridgmount-gardens, W.C. 


1879. *CLtuTtTon, Henry Hues, F.R.C.S., 2, Portland-place, W. c2. Vice- 


1894. 
1849. 


1893. 
1887. 
1893. 
1892. 
1871. 
1862. 


1888. 
1894. 


1894. 


1872. 
1892. 


1891. 
1879. 


1889. 
1874. 
1873. 
1889. 
1871. 


1881. 
1880. 
1880. 
1881. 
1890. 
1874. 
1892. 
1894. 
1871. 


1894. 


President. 

CocuRANE, JAMES Mackeanpn, M.D., 10, Weymouth-street, W. 

*COCKLE, JOHN, M.D., The Lodge, West Molesey, Surrey. P, VP, 0, L 3, 

Cc 3, SM. 

Coz, Ropert Henry, M.B., 53, Upper Berkeley-street, W. 

CoutieR, WiLLIAM, M.D., 62, High-street, Oxford. co. 

Cottum, ArcHIE TittysR, F.R.C.S., 7, Grosvenor-street, W. 

Cotman, WALTERS., M.D., 22, Wimpole-street, W. 

Coox, Joun, M.D., 1, Nottingham-terrace, Regent’s Park, N.W. 

Cooper, ALFRED, F.R.C.S., 9, Henrietta-street, Cavendish-square, W. 
O'S; WE. 

CoorER, ARTHUR, 20, Old Burlington-street, W. 

Cooper, Peter, M.R.C.S., 35, Shooters-hill-road, Blackheath, S.E. 

CorpouLp, Victor A. L. HEH., M.R.CS., 50, Victoria-road, 
Kensington, W. 

CoRFIELD, WILLIAM Henry, M.D., 19, Savile-row, W. oc. 

CoTTERELL, EDWARD, F.R.C.S., 5, West Halkin-street, Belgrave-square, 
S.W. 

CoumsyE, Joun Barren, M.D., Wargrave, Henley-on-Thames. 

CouPpLAND, Sipney, M.D., 16, Queen Anne-street, W. c 2. Vice- 
President. 

CourtNeY, Guy Bupp, M.B., 28, Augusta-road, Ramsgate. 

CRAIGIE, JOHN HAMILTON, 13, Savile-row, W. c. 

CRAVEN, Ropert Marrin, F.R.C.S., J.P., 14, Albion-street, Hull. 

CRAWFORD, JAMES, M.D., Grosvenor-mansions, 80, Victoria-street, S.W. 

CricHTon-Browne, Sir JAmzs, M.D., F.R.S., 61, Carlisie-mansions, 
S.W. o. c. President. 

Cripps, WILLIAM Harrison, F.R.C.S8., 2, Stratford-place, W. c 2. 

CrITCHETT, George ANDERSON, F.R.C.S. Edin., 21, Harley-street, W. 

Crocker, Henry RapvouiFFe, M.D., 121, Harley-street. c 3. 

Cross, Francis RicHarpson, F.R.C.S., Worcester House, Clifton, 
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CULLINGWORTH, CHARLES JAMES, M.D., 46, Brook-street, W. oc 38. 

CUMBERBATCH, ALPHONSO ELKIN, F.R.C.S., 86, Portland-place, W. c 2. 


Da Costa, Francis Xavier, F.R.C.S., Charing Cross Hospital, W.C. 
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Exurorr, THomas, M.D., Monson-place, Tunbridge Wells. 
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Ester, Ropert, M.D., 4, Queen’s-road, Peckham, S.E. 
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C. 
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S.W. 
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Gisson, Cuar zs, M.D., Fern Villa, Harrogate. 
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Greason, GrorGEz, M.R.C.S., 63, Harley-street. 
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GRIFFITHS, CHARLES THoMAS, L.R.C.P., 206, Lozells-road, Birmingham. 
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1874. *Hatt, FRANcIS DE Havi~ianp, M.D., 47, Wimpole-street, W. ver 2. 


1885. 
1881. 
1892. 
1879. 
1891. 
. *Hare, CHARLES JouN, M.D., Honorary Fellow (q.v.). Trustee. 


1850 


1888. 


1891. 
1882. 
1871. 
1895. 
1871. 


1883 


1882. 


05,8 2,sm. Councillor. 
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Hewitt, Freperick Witiiam, M.D., 10, George-street, Hanover- 
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How, Joun, F.R.C.S. Edin., 13, Stratford-place, W. 


VOL. XVIII. c 


1868. 


1881. 
1893. 


1883 


1886. 
1885. 
1890. 
1864. 
1884. 
1889. 
1881. 
1892. 


1875. 


1889. 
1891. 


XXXIV 
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Hvueuss, Epe@ar, F.R.C.S8., 91, Onslow-gardens, South Kensington, 8.W. 
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TPAnson, Witi1Am ANDREW, Denton Hall, Newcastle-on-Tyne. 
Isaac, GEoRGE WaAsHINGTON, M.B., 75, Gower-street, W.C. 
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Jones, Hunry Lewis, M.D., 9, Upper Wimpole-street, W. 
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W. 
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Jones, THoMAS WILLIAM CaRMAtLt, F.R.C.S. Edin., 6, Westbourne- 
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JOULE, JOHN SAMUEL, M.D., 32, Maida-hill West, W. 
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KEEGAN, Dents Francis, M.D., Brigade Surgeon-Lieutenant-Colonel, 
East India United Service Club, St. James’s-square, 8. W. 

KEETLEY, CHARLES BELL, F.R.C.S., 56, Grosvenor-street, W. © 3. 

KEIFFENHEIM-TRUBRIDGE, Lurat W. A., M.D., The Hoo, Rochester. 


Ketiy, Augustin Brernarp, M.R.C.S., 82, Park-street, Grosvenor- 
square, W. 

Kertson, WittiamM Henry, M.D., 46, Watling-street, H.C. 

Kemp, JoHN Rosert, M.R.C.S., 101, Jermyn-street, 8.W. 
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Law, Epwarp, M.D. Edin., 35, Harley-street, W. 

Lawrit, Eywarp, M.B. Kdin., Surgeon-Lieutenant-Colonel, Bengal 
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Les, HE. Samvet, M.D., 31, Pevensey-road, St. Leonards-on-Sea. 

Lr@gatt, Cuartes Asuuey Scort, M.D., 2, Walton-place, S.W. 

Lenvon, Epwin Harpine, M.R.CS., 8, Norland-place, Holland-park, 
W. 

Lewers, ArtHuR Hamitton Nicnoison, M.D. Lond., 60, Wimpole- 
street, W. 

Lewis, Ernest Woot, M.R.C.S., 12, King-street, Hammersmith, W. 

LICHTENBERG, GEORGE, M.D., 47, Finsbury-square. © 2. 

Lieut, Epwin Mentor, M.B., 2, Wilton-place, 8.W. 


1878. 


1890. 


1889. 


1889. 
1878. 


1873. 
1881. 
1868. 


1868. 
1889. 
1889. 


1884. 
1894. 
1885. 
1871. 


1885. 


1873. 
1882. 
1894. 
1880. 
1881. 
186i. 
1891. 
1887. 


1883. 


£885. 
1890. 


1893. 
1887. 
1888. 


1891. 
1892. 
1873. 
1869. 


XXXVI 


Lister, Sir Josrpn, Bart., D.C.L., LL.D., F.R.CS., E.R.S., 12, Park- 
crescent, Portland-place. 0. 

Litncow, Ropert ALEXANDER Dovetas, M.D., LL.D., 274, Lowndes- 
street, S.W. 

Lirris, Ernest Murrusap, F.R.C.S., 40, Seymour-street, Portman- 
square, W. 

Lirris, Fuercner, M.D., 32, Harley-street, W. 

Locxwoop, CHARLES Barrett, F.R.C.S., 19, Upper Berkeley-street, 
W. o,82. Vice-President. 

Loz, James ScaARBoRoUGH, 26, Woodhouse-lane, Leeds. 

Lorimer, G., M.D., 9, Terrace-road, Buxton, Derbyshire. 

Lown, Joun, M.D., J.P., 4, Gloucester-place, Portman-square, W. 
oO 3. 

*Lunp, Epwarp, F.R.C.S8., 22, St. John’s-street, Manchester. 0, c 3. 
Lunn, Henry Simpson, M.D., 5, Endsleigh-gardens, N.W. 
Lusu, Peroy, M.B., 4, Maresfield-gardens, Hampstead, N.W. 


MacBryan, Henry CRAWFORD, Kingsdown House, Box, Wilts. 

McCann, FrepERICK JouHN, M.B., 47, Welbeck-street, W. 

McConnet, Henry Witson, M.B., Great Ryburgh, Fakenham, Norfolk. 

MacCormac, Sir Wittiam, F.R.C.S., 13, Harley-street, W. P, VP, 
§ 2, 0 A, o. 

MacGeacu, THomas Epwin Foster, M.D., 28, New Cavendish-street, 
W. 

McHarpy, Matcoum Macponatp, F.R.C.S. Edin., 5, Savile-row, W. 

MacKettar, ALEXANDER OBERLIN, F.R.C.S., 79, Wimpole-street, W. 

Macxkenziz, Hector WiittaAmM Gavin, M.D., 59, Welbeck-street, W. 

Macxkeinziz,StrpHen, M.D., 18, Cavendish-square, W. VP 2, c 4, LL. 

Macragan, THomas Joun, M.D., 9, Cadogan-place, S.W. © 3. 

MacLaren, ALEXANDER CONNELL, 60, Harley-street, W. 

Macuean, ALLAN, 10, Mitre-court Chambers, Temple, H.C. 

MaAorREADY, JONATHAN FosteR Curistian Horace, F.R.C.S8., 51, 
Queen Anne-street, W. 

Mappicex, Epmunp Distin, F.R.C.S. Edin., 2, Chandos-street, Caven- 
dish-square, W. 

Mageurre, Rosert, M.D., 4, Seymour-street, W. o 2. 

Matcormm, Joun Davin, F.R.C.S. Edin., 138, Portman-street, Portman- 
square, W. 

Matcorm, Wiri1am A., M.B., Oak House, 421, Holloway-road, N. 

ManttE, AtFreD, M.D., Savile-place, Halifax. 

MaporHer, Epwarp Diiion, M.D., 32, Cavendish-square, W. c 2. 
Councillor. 

Marsu, Howarp, F.R.C.S., 30, Bruton-street, W. 

MarsuHati, ArTtHUR LumspEn, M.B., 56, Rectory-road, N. 

MarsHatt, Epwarp, M.R.O.8., Mitcham, Surrey. 

Marsuatz, Witti1amM, M.D., Torrieburn, Barnes, 8S.W. ©. 


1864, 


1889. 


1890. 
1893. 


1884, 
1891. 
1892. 
aso. 
1884. 
1864. 


1883. 
1883. 
1893. 
1871. 
1881. 
1878. 


1882. 


1884. 


1893. 


1886. 
1894. 
1884. 
1890. 
1886. 
1879. 


1893. 
1894. 
1377. 
1876. 
1889. 
1880. 


1887. 


1894. 
1885. 
1884. 


XXXVIT 


MARSHALL, WILLIAM GURSLAVE, F.R.C.S., 72, Bromfelde-road, Clap= 
ham, 8.W. 

Martin, Joun Micuar~t Harpine, M.D., Arnheim, Blackburn,:Lan- 
cashire. 

Martin, Srpney, M.D., F.R.S., 10, Mansfield-street, W. 

Mason, George ArMsTRONG, M.B., 45, George-street, Portman-square, 
W. 

Matueson, Farquyar, M.B., 11, Soho-square, W. 

Mauve, Artuur, M.R.C.S., Winterton House, Westerham, Kent. 

May, CHICHESTER GouLD, M.D., 26, Walton-street, Pont-street, S.W . 

May, Wiut1AmM Pages, M.D., 34, Welbeck-street, W. 

MEeERepITH, WiLLIAM APPLETON, C.M., 21, Manchester-square, W. C. 

MippieMIstT, Ropert Percy, M.R.C.S8., 6, Devonport-street, Hyde 
Park, W. c4. 

Moorzt, Tuomas, F.R.C.S., 6, Lee-terrace, Blackheath, S.E. 

Morean, JoHn Hammonp, F.R.C.S., 68, Grosvenor-street, W. 8 2, C. 

Morison, ALEXANDER, M.D., 14, Upper Berkeley-street, W. 

Morury, ALEXANDER, 42, Albemarle-street, W. 

Morris, Henry, F.R.C.S., 8, Cavendish-square, W. «. 

Morris, Manconum ALEXANDER, F.R.C.S. Edin., 8, Harley-street, 
WO? 

Morton, ANDREW STANFORD, F.R.C.S., 26, Weymouth-street, Port- 

land-place, W. 

*MOULLIN, CHARLES WittiAm Mansett, F.R.C.8., 69, Wimpole- 

street, W. 

Murpuy, Grorez— WynDHAM, M.B., J.P., 228, Gloucester-terrace, Hyde 
Park, W. 

Moreuy, James, M.D., Holly House, Sunderland. 

Murray, Cuartes Stormont, L.R.C.S. Edin., 85, Gloucester-place, W. 

Morray, Frep., M.B., Durbanville, Cape Colony, South Africa. 

Mvrray, Grores, M.R.C.S., 34, Wimpole-street, Cavendish-square, W. 

Murray, Hupert Montaaus, M.D., 27, Savile-row, W. 0 2. Councillor. 

Mourrewz, WitiiamM, M.D., 17, Welbeck-street, W. 











Napier, ALEXANDER Disney LertH, M.D., 67, Grosvenor-street, W. 
Naumann, J. C. Francis, M.D., 125, Gower-street, W.C. 
Nesbitt, Dawson, M.D., 1, Norfolk-square, Hyde Park, W. 
Newuam, Jamzs, 80, Gloucester-place, W. 
*NIAS, J. Batpwin, M.D., 40, Brook-street, Grosvenor-square, W. 
Nix, Epwarp James, M.D., 11, Weymouth-street, W. ©. Councillor. 


OaxiEy, ApAmM Ropert Hamitron, L.R.C.P., Treath, Hornchurch, 
Essex. 

O’CALLAGHAN, Rospert, F.R.C.S.1., 1387, Harley-street, W. 

Ogitviz, Lesiiz, M.B., 46, Welbeck-street, W. 

Oaiz, CHARLES JOHN, 1, Cavendish-place, W. 


1884. 
1892. 
1875. 
1892. 
1887. 
1889. 
1884. 


1894. 
1880. 


1883. 
. *OweEN, EpmMunpD, F.R.C.S., 64, Great Cumberland-place, W. vp 2, 03, 


1878 


1881. 


1886. 
1880. 
1882. 


XXXVITI 


Otiver, GrorGE, M.D., West End Park, Harrogate. 

OpENsHAW, THomaAS Horrocks, F.R.C.S., 16, Wimpole-street, W. 

Orp, Witt1AM Mitr, M.D., 37, Upper Brook-street, W. Pp, 0, 0 4. 

Orp, WiLt1AM Watts, M.D., 2, Queen-street, Mayfair, W. 

ORMEROD, JOSEPH ARDERNE, M.D., 25, Upper Wimpole-street, W. c. 

Orton, Grorau Hunt, M.B., 1a, Campden Hill-road, Kensington, W. 

Orwin, ARTHUR WIGELSWoRTH, M.D., 15, Weymouth-street, Portland- 
place, W. 

Osporn, SAMUEL, F.R.C.S., J.P., Maisonnette, Datchet, near Windsor. 

OSWALD, JAMES WADDELL JEFFREYS, M.D., 245, Kennington-road, 8.E. 
Councillor. 

OweEN, CHARLES J. Rayiey, 14, Devonshire-terrace, Hyde Park, W. 


82, 8M, LL. Trustee. 
OwEN, IsAMBARD, M.D., 40, Curzon-street, Mavfair, W. s8 2, 0 4. 


Paget, STEPHEN, F.R.C.S., 57, Wimpole-street, W. oc 2. 
PauMER, FREDERICK STEPHEN, M.D., Compton Lodge, East Sheen, 8.W. 
Patmer, WiLL1amM Pitt, M.B.,17, Belgrave-terrace, Torquay. 


1877. *PARAMORE, RIcHARD, M.D., 2, Gordon-square, W.C. 


1867. 
1881. 
1871. 
1885. 


1872. 
1891. 
1890. 


1861. 


PARKINSON, GEORGE, 50, Brook-street, Grosvenor-square, W. 

Parrott, Epwarp Joun, M.R.C.S., The Thorn, Hayes, Middlesex. 

Parsons, Francis Henry, M.D., ‘* The Hurst,” West Worthing. 

Pasteur, WittiamM, M.D., 4, Chandos-street, Cavendish-square, W. 
82,0. Councillor. 

PaTtTEeN, CHARLES ARTHUR, M.R.C.8., Marpool House, Ealing, W. 

PATTERSON, CHARLES SuMNER, M.B., 40, Highbury-place, N. 

Pattison, Epwarp Szton, M.R.C.S., Granville House, Fulham-park, 
S.W. 

Pavt, Joun Haypatt, M.D., Camberwell House, Camberwell, S.E. c 6. 


1854. *Pavy, FrepeRick Wixturam, M.D., F.R.S., 35, Grosvenor-street, W. 


1881 


1883. 
1894. 


1876. 


1873. 


1885. 
1883. 


VP, LUE, C. 


. *Pracey, Witiram, M.D., 11, Breakspears-road, Brockley, S.H. 
1883. 
1871. 


Prox, Epwarp Gror@et, M.A., Queensbury, Bradford, Yorks. 

PEDLER, GEORGE Henry, M.R.C.S., 6, Trevor-terrace, Knightsbridge, 
S.W. 

PrrRicaL, ARTHUR, M.D., New Barnet, Herts. 

PHILLipes, WILLIAM ALFRED, M.D., 13, John-street, Berkeley-square, 
W. 

PHILLIPS, CHARLES Dovaias Freravson, M.D., F.R.S.E., 10, Henri- 


etta-street, Cavendish-square, W. © 3. 
PuHittires, Grorez Richarp TurNER, M.R.C.S., 24, Palace-court, 


Bayswater-hill, W. o 2. 

Puituies, Joun, M.D., 71, Grosvenor-street, W. 

PHILLIPs, Sipney Puicip, M.D. Lond., 62, Upper Berkeley-street, 
Portman-square, W. | 


1878. 
1883. 
1884. 
1883. 
1890. 
1873. 


1850. 
£871. 


1891. 
1891. 
SOI. 
1885. 
1889. 
1873. 


1870. 


1883. 


1892. 
1861. 
1894. 
1881. 
1894. 


1879. 
1890. 
1882. 
1887. 
1872. 


1872. 


XXXIX 


PHILLIPS, SUTHERLAND Rees, M.D., St. Ann’s Heath, Virginia Water, 
Berks. 

Pick, THomas PickERING, ¥.R.C.S., 18, Portman-street, W. © 2. 

Prisssz, C. H., M.R.C.S., 2, New Bond-street, W. 

Pirts, BERNARD, F.R.C.S., 109, Harley-street, Cavendish-square. c 5,8 2. 

Port, Harry CampBett, M.D. Lond., 280, Goldhawk-road,{ Shep- 
herd’s Bush, W. 

Port, Hernricu, M.D., 48, Finsbury-square, H.C. Hon. Sec. Foreign 
Correspondence. 


*Ports, WILLIAM, F'.R.C.S., 2, Albert-terrace, Regent’s Park, N.W. c3. 


PoweELt, RicHarp Doveras, M.D., 62, Wimpole-street, W. P,<VvP, 
© 5, O. 

Powett, WiLtIAM Wynpuam, F.R.C.8., 16, Old Burlington-street, 
W. 

Preston, THEODORE JULIAN, M.R.C.S., Fleet Surgeon, Royal Navy, 
238, Portsdown-road, Maida Vale, W. 


*PRICKETT, MARMADUKE, M.D., 27, Oxford-square, W. 


PRINGLE, JoHN JAMES, M.B., 23, Lower Seymour-street, W. 
PRITCHARD, OwEN, M.D., 37, Southwick-street, Hyde Park, W. 
PURCELL, FERDINAND ALBERT, M.D., 7, Manchester-square, W. 


Quaty, Sir Ricuarp, Bart., M.D., F.R.8., 67, Harley-street, W. VP, 
© 3. 


RatFe, CHARLES Henry, M.D., 26, Queen Anne-street. W. 0. 
Councillor. 

Ramsay, James, M.D., High Peter-gate, York. 

RAMSKILL, JABEZ SpencE, M.D., 5, St. Helen’s-place, E.C. 

Ravxin, Gururiz, M.D., 23, Jury-street, Warwick. 

RANKING, JOHN EBENEZER, M.D., Hanover House, Tunbridge Wells. 

Rayner, Huerpert Epwarp, F.R.C.S8., 68, Porchester-terrace, 
Hyde Park, W. 


. *Rayner, Joun, M.R.C.P. Hdin., Swaledale House, Highbury-auadrant, 


N 


. *Reap, REGINALD, F.R.C.P. Edin., 4, Oakfield-terrace, Uxbridge-road, 


W. 

REEVES, Henry ALBERT, F.R.C.S. Edin., 7, Grosvenor-street, W. 

Rep, Joun, M.B., Clanmurray, Dromore, co. Down. 

Rep, THomas WHITEHEAD, F.R.C.P. Edin., 34, St. George’s-place, 
Canterbury. 

Remrry, Leonard, M.D., 60, Great Cvmberland-place, Hyde Park, 
W. 

REYNOLDS, Sir Joun Russett, Bart., M.D., F.R.S., 38, Grosvenor- 
street, W. c 3. 

RIcHARDS, JOSEPH PEEKE, M.R.C.S., 6, Freeland-road, Ealing, W. 
0 3. 


1850. 


1868 


1857. 
1885. 
1874. 


1889. 
1873. 


1884. 
1847. 
1890. 
1886. 
1874. 
1883. 
1888. 
1893. 
1876. 
1881. 
1848. 


1891. 
1887. 


1885S 
1886 
1879 


1887. 
1884. 
1863. 


1895. 


1886. 
1886. 
1873. 
1868. 


XL 


*RICHARDSON, Sir BeNJAMIN Wanrp, M.D., LL.D., F.R.S., 25, Man- 
chester-square, W. P, VP, LL, C 5, 0, FM 1854. 

*Roserts, Davip Luoyp, M.D., F.R.S8.E., 11, St. John’s-street, Man- 
chester. 


Rozserts, Davip WaTKIN, M.D., 56, Manchester-street, W. 
RoBerts, EDWARD COLERIDGE, M.R.C.S., Southgate, N. 
Roperts, FRepERick THomas, M.D., 102, Harley-street, W. VP 2, 
LL. Councillor. 
Rogserts, Sir WittiAM, M.D., F.R.S., 8, Manchester-square, W. ©. 
Rospertson, WittiAM Henry, M.D., J.P., 6, The Square, Buxton, 
Derbyshire. 
Rosinson, ArtHurn Henry, M.D., The Infirmary, Bancroft-road, 
N.E. 
*Roaers, WittrAM Ricuarp, M.D., 26, Upper Baker-street, N.W. 
VP, 0 6. 
Root, ArtHUR GurERNsEY, M.D., 46, Hagle-street, Albany, New York, 
U.S.A; 
Rosz, Ropert Duneoay, F.R.C.S., St. Leonard’s-place, York. 
Rost, WILLIAM, F.R.C.8., 17, Harley-street.. c 2, LL, VP 2. 
*Ross, Dantzrt McCrurz, M.D., Cedar Lodge, Littledown-road, 


Bournemouth. 

*RorH, BERNARD, F.R.C.S., J.P., 29, Queen Anne-street, W. 
RovGuHton, WALTER, F.R.C.S., Cranborne House, New Barnet, Herts. 
Rovutu, ALFRED CurRTIS, 33, Marina, St. Leonards-on-Sea. 

Rouru, AMAnD, M.D., 144, Manchester-square, W. © 2. Honorary 
Secretary. 

*Rovutu, CHARLES Henry Ferrx, M.D., 52, Montagu-square, W. P, 

VP 2, 0, LL, 8 4,06, 8M. Trustee. 

Rvurrer, Maro Armanpd, M.D., 5, York-terrace, Regent’s Park, N.W. 

RusuHwortH, Frank, M.D., “ Langdale,’’ Goldhurst-terrace, South 
Hampstead, N.W. 

RvussELL, JAMES Samvurn Risten, M.B., 4, Queen Anne-street, W. 

RUTHERFOORD, Henry Trotter, M.D., Salisbury House, Taunton. 

Ryuzy, JAMES Breresrorpd, M.D., 544, Welbeck-street, W. 


SAINSBURY, HARRiINaTON, M.D., 63, Welbeck-street, W. 
SALTER, THomas Kniaut, M.R.CS. 
*Sansom, ARTHUR ErRnust, M.D., 84, Harley-street, W. VP, 8 2, 0 5, 

SM, §, LL, 0. 

Sansom, Cuartus Lanz, F.R.C.S. Hdin., 8, Wilton-street, Grosvenor- 
place, 8.W. 

SavacE, GrorGE Henry, M.D., 3, Henrietta-street, W. ©. 

Savitt, THomas Drxon, M.D., 12, Upper Berkeley-street, W. 

SEDGWwIckK, JAMES, M.D., Boroughbridge, Yorkshire. 

SEDGWIcK, LEONARD WILLIAM, M.D., 48, Gloucester-terrace, Hyde Park, 
W. ve 2,04, § 3. 


1883. 
1887. 
1889. 


1894, 


1884. 


1886. 


1890, 


1871. 
1881. 
1878. 
1885. 
1894. 


1890. 
1890. 
1884. 
1884. 


1891. 
1883. 
1886. 
1862. 
1889. 
1845. 
1883. 
1887. 
1882. 
1873. 
1880. 
1891. 
1877. 


1882. 
1873. 


XLI 


Semon, Fextrx, M.D., 39, Wimpole-street, W. §, ©. 

SERVAIS, LrEopouip, M.D., Antwerp, Belgium. 

SHaw, Gror@e, M.B., 1, The Drive, West Brighton. 

SHAw, Harry CHartes Cosrento, M.R.C.S., Westgate, Chislett- 
road, West Hampstead, N.W. 

SHaw, JoHN, M.D., Burlington House, Willoughby-road, Hampstead, 


N.W. 

SHEILD, ARTHUR MarMADUKE, F.R.C.S., 4, Cavendish-place, W. co 2, 
8 2. 

SHEPPARD, Witt1amM Joun, M.D., 211, Upper Richmond-road, 
Putney, S.W. 


SHETTLE, R1cHARD CHARLES, M.D., 73, London-street, Reading. 
SHrpron, ArTHuR, F.R.C.S. Edin., Buxton, Derbyshire. 
SHIPTON, WILLIAM ParxKeER, M.R.C.S8., J.P., Buxton, Derbyshire. 
SHOEMAKER, Joun V., M.D., 1031, Walnut-street, Philadelphia, U.S.A. 
SHUTTLEWORTH, GEORGE EHpwarp, M.D., Ancaster House, Richmond, 
Surrey. 
SILK, JOHN FREDERICK WiutIAM, M.D., 29, Weymouth-street, W. 
Simon, Rosert M., M.D., 27, Newhall-street, Birmingham. 
Simpson, JAMES HERBERT, M.D., The Crescent, Rugby, Warwickshire. 
SINCLAIR, JOHN, M.R.C.P., General Post Office, St. Martin’s-le-Grand,: 
BAC, 
SisLEY, RicnwarD, M.D., 11, York-street, Portman-square, W. 
*SKERRITT, EDwarRD Marxuam, M.D., Richmond Hill, Clifton. 
SuatTeR, CHaruus, M.B., 16, Northwick-terrace, St. John’s Wood, 
N.W. 
Stiagut, GeorGe, M.D., 14, Old Burlineton-street, W. © 2. 
Smatz, Morron, M.R.C.S., 22a, Cavendish-square W_ 
*Smites, Wittr1am, M.D., St. Martha’s Louge, Guildford. vp 2, s 4, 
c 9, SM. 
SmitH, Freprerick Avaustus ALFRED, M.D., Portland House, Chelten- 
ham. 
SmirH, Freperick Joun, M.D., 4, Christopher-street, Finsbury- 
square, H.C. 
Smith, Herepert Urmson, Oudtshoorn, Cape of Good Hope, South 
Africa. 
SmituH, Heywoop, M.D., 18, Harley-street, W. o3. 
SmirH, Nosuz, F.R.C.S. Edin., 24, Queen Anne-street, W. 
SmirH, SoLomon CuHarwzs, M.D., 4, Portman-mansions, Baker-street, 
W. 
SmitH, Sypney Luoyp, M.R.C.8., 25, Argyle-square, King’s Cross, 
W.C. 
Smitu, THomas Freperick Hua, F.R.C.S., Farningham, Kent. 
*SmitH, THomas GiiBart, M.D., 68, Harley-street, W. vp 2, 8 2, sm, 
c4. Trustee. 


73 


1872. 


1874. 
1894: 
1894. 
1893. 
1888. 
1869. 
1887. 
1883. 


1864. 


1881. 
1892. 
1884. 
1892. 
1882. 
1894. 


L891. 
1883. 


1884. 


1885. 
1848. 
1884. 
1892. 
1877. 
1873. 
1881. 


1889. 
1892. 


1876 


1892. 
1892. 


1385 


1884. 
1893. 


1864. 
1879. 
1875. 


XLII 


Smita, WattER, M.R.C.P. Edin., Orleans House, 60, Regent’s Parx- 
road, N.W. 
Smytu, WiL~L1AM Woops, Maidstone. 
Snart, Ernest ALFRED, M.D., 41, Welbeck-street, W. 
Snow, Herpert, M.D., 6, Gloucester-place, W. 
Spencer, Hersert Rircuit, M.D., 10, Mansfield-street, W. 
SprencER, Joun, Lyons-terrace, Hetton, Durham. 
SpENDER, JOHN Kent, M.D., 17, Circus, Bath. ¥mM 1874. 
Spicer, Scanes, M.D., 28, Welbeck-street, W. 
Sprrra, Epmunp Jounson, M.R.C.S., Ivy House, Clapham Common, 
S.W. 
SquirE, ALEXANDER JOHN BatMANNO, M.B., 24, Weymouth-street, 
Portland-place. 
STaRTIN, JAMES, M.R.C.S., 15, Harley-street, W. 
StaveLey, WiiuiAM H. C., F.R.C.S., 13, South Eaton-place, 8.W. 
STEPHENS, WILLIAM JOHN, 9, Old Steyne, Brighton. 
Stewart, Hastines, M.R.C.S., 184, Charles-street, St. James’s, S.W. 
STEWART, JAMES, F.R.C.P. Edin., Dunmurry, Sneyd-park, near Clifton. 
STEWART, KennetH TREVOR, M.D., 29, Dover-street, Berkeley- 
square, W. 
Stewart, WitLIaAM Epwarp, F.R.C.S. Edin., Travelling. 
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STRANGE, Witt1AM Heatu, M.D., 5, Grosvenor-street, W. © 3. 
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SUNDERLAND, Srertimvus, M.D., 35, Bruton-street, W. 
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*Tait, Lawson, F.R.C.S8., 7, The Crescent, Birmingham. 
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Prior, CHARLES Epwarp, M.D., 4, Goldington-road, Bedford. 
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*,* As it is very desirable that the foregoing Lists should be kept as accu- 
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GENERAL MEETING, 


May 13th, 1895. 
Siz WiuiiamM B. Darsy, F.R.C.S., President, in the Chair. 


Report of the Council presented at the General Meeting of the Society, 
May 13th, 1895. 


Tue Council begs to submit its Report upon the work of the Society 
during the Session 1894-95. 

Since the last Report, the Committee appointed to revise the Laws 
of the Society has concluded its labours, and the Laws, after revision 
by the Council, were confirmed at a Special General Meeting held July 
9th, 1894. They have been published in Vol. XVII of the Society’s 
‘Transactions.’ 

The work of the Revision Committee was onerous, and the Council 
is of opinion that the best thanks of the Society are due to the Committee 
for its arduous labours. 

By the revision of the Laws the Sessional and the Financial Years 
will, in future, begin upon the Ist October. The inconvenience of a 
change in the Officers and Council amidst the work of the Session is 
obviated, and the work of the Society facilitated in other directions. 

Owing to this change, the present Officers and Council remain in office 
beyond the usual twelve months. 

The Council reports that the number of Fellows on the Roll is 
maintained. 

The number of Fellows at present is 769; but of these 165 are Hono- 
rary, Corresponding, and Non-subscribing Fellows. 

During the present Session 33 have been elected Subscribing Fellows, 
and Dr. Louis Catrin, Professeur Agrégé a l’Ecole du Val de Grace, Paris, 
and Mr. Frederick Gant, F.R.C.S., a Past-President of the Society, have 
been elected Honorary Fellows. 

For various causes, 13 Fellows have resigned. 

The Society has suffered a severe loss in the death of Mr. Arthur 
E. Durham, who had been both President of the Society and, for the last 
ten years—which represent an important period in the financial history of 
the Society—its respected and valued Treasurer. 

The Council has also to intimate, with deep regret, the death of Sir 
George Buchanan, F.R.S., a Past-President and Lettsomian Lecturer ; 
of Professor Helmholtz, an Honorary Fellow ; and of two Subscribing 
Fellows, Dr. Oliver Lemon and Dr. Herbert Gonde. 

The Lettsomian Lectures on “The Combination of Morbid Conditions 
of the Chest,” were delivered by Dr. Frederick T. Roberts, to whom the 
Society is indebted for his exhaustive and instructive lectures. 
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The Oration on “A Doctor’s Holiday,” was delivered by Dr. William 
M. Ord, to a large and appreciative audience. 

The X VIIth Volume of the Society’s ‘ Transactions’ was issued in due 
course. In addition to the papers read before the Society, it gives a full 
report of the debates. 

The Council has much pleasure in referring the Fellows to the Report 
of the Chairman of the House and Finance Committee on the improve- 
ments and alterations recently carried out on the Society’s leasehold 
premises. The Society is much indebted to Mr. Goodsall, the Chairman 
of that Committee, for having safeguarded the interests of the Society in 
the course of a series of negotiations, as well as for his personal super- 
vision of the alterations. These have materially improved the Society's 
premises, and added to the comfort of the Fellows. 

Under the revised Laws, the Report of the Treasurer will be made up 
to the 30th September, and, after audit, will be presented at the first 
meeting of the Society in October next. The financial condition of the 
Society is satisfactory, owing, in no small measure, to the never-failing 
care of the late lamented Treasurer. 

The thanks of the Society are due to the Hon. Librarian, Dr. W. H. 
Allchin, and the Council hopes that the completion of the buildings will 
afford opportunities for various improvements in the Library which both 
he and the Council have at heart. 

Mr. Hall, the popular and indefatigable Registrar, has given invaluable 
and unremitting services to the Society during the past session. The 
numerous alterations in. the leasehold premises have thrown upon him 
much additional work, which he has cheerfully and ungrudgingly 
performed. 


Report of the House and Finance Committee. 


The Committee have to report that all the builders’ accounts relating to 
the recent alterations and additions to the Society’s premises have been 
paid. 

These alterations and additions, which have included the rebuilding of 
many important parts of the premises, have been carried out at a net 
cost to the Society of less than £600, and by their completion the Society 
has gained an extra room for the Registrar, an extra room in No. 12, 
Chandos Street, two new offices, a cloak room, a lavatory, a larger and 
more convenient coal-cellar, a store-room, and two new systems of 
drainage. . 

All parts of the premises not required for the exclusive use of the 
Fellows are let. 

The attention of the Committee is now being directed to the re-decora- 
tion and furnishing of the Meeting Room, Library, Cloak Room, and Hall, 
which it is intended to have completed by the 30th September, 1895. 

When all the proposed work has been completed and paid for, the total 
indebtedness of the Society will not exceed £3,100, whilst its surplus 
income will then exceed £300 per annum—an amount which should be 
more than sufficient to make the Society free from debt by October, 1905. 


Hon. Librarian’s Report. 


I have the honour to report that during the past year 260 volumes have 
been added to the shelves of the Library, including 136 presented by 
Lady Clark, from the library of her deceased husband, the late Sir 
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Andrew Clark, a former President of the Society; 43 presented by 
Mr. G. D. Pollock, F.R.C.S., to whom, as not being a Fellow, the Society 
is peculiarly indebted ; 48 presented by authors and publishers; and 30 
obtained by purchase. 

Very slight progress has been made in the re-binding and restoration 
of the valuable old books, owing to want of funds, but I am pleased to 
acknowledge the receipt of a donation from Sir William Broadbent, 
specially for this purpose. Although further damage to the volumes is 
now, by their position, arrested, a very considerable sum is required to 
put these books in a fitting state, and it is much to be hoped that, with 
the increasing prosperity of the Society, means will be found for this most 
desirable purpose. Meanwhile, the contributions of individual Fellows 
would be gladly welcomed by the Library Committee. 

The building operations have again very seriously interfered with the 
well-being of the Library, large numbers of the books have had to be 
temporarily placed aside, and so rendered unavailable to the Fellows, 
but the increased wall-space made accessible by the removal of the books 
of the Ophthalmological Society and the improvements effected in the 
arrangement of the room are to be counted as distinct and permanent 
gains to the Society. 

Notwithstanding the inconvenience to which this department of the 
Society has been subject, increasing advantage has been taken of it by 
the Fellows, and, under less disturbed circumstances, it is confidently 
hoped the Library may prove of increasing usefulness. 

The Library Committee has met, as usual, to select books for purchase 
and for considering the necessary affairs of its department. 

Progress has been made in the Card Catalogue of the old books, but 
the time of the Hon. Librarian and of the Librarian available for this 
purpose is necessarily limited. It is hoped, however, that all the works 
of the fifteenth and sixteenth centuries, amounting to at least 1,000 
volumes, will be so catalogued during the ensuing summer. 

In this work, as indeed in the working of the Library generally, it gives 
me much pleasure to testify to the valuable and unsparing services 
rendered at all times most willingly by the Registrar and Librarian, 
Mr. Hall. 


(Signed) W. H. Auwtcutiy, M.D., 
Hon. Inbrarian. 
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TRANSACTIONS 


OF THE 


MEDICAL SOCIETY OF LONDON. 


122nD SESSION. 


October 8th, i894. 


OPENING ADDRESS: ON THE PLEASURES OF 
MEDICINE AND SURGERY. 


By the President, Sir Wittiam B. Datsy, F.RC.S. Eng. 


GENTLEMEN,—When an occasion arises in which the confidence 
of the audience in the speaker is so great that it permits him to 
select almost any subject as the basis of a few introductory 
remarks at the opening of the session, it is not unnatural that the 
speaker so favoured should take advantage of such liberty to offer 
for consideration some reflections that may from time to time 
have occurred to him, but which are in their nature so fragmentary 
as not to have found hitherto an opportunity for expression. I 
hope that, in placing before you a few suggestions, it may not be 
thought that I have construed this lhberty of speech into licence. 
Those whom I have the honour of addressing are familiar enough 
with the work of medical men, and with the fatigues and disap- 
pointments which are connected with the practice of medicine 
and surgery. These rooms have for many years re-echoed with 
the accounts of their, investigations, and on many occasions have 
been the arena of battles which have brought about some of the 
marvellous changes in modern medicine and surgery, but I am 
not aware that any of the Fellows of the Medical Society of 
London have drawn attention to that aspect of our calling for 
which I can find no better expression than ‘‘the pleasures of 
medicine and surgery.” If I succeed in showing that such 
pleasures really exist and may be discovered in the midst of lives 
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laboriously spent, but assuredly well spent, my suggestions may 
not be unwelcome, and, I hope, will be accepted in the spirit in 
which they are offered. 

My hearers to-night need be under no apprehension that I shall 
weary them with platitudes about the satisfaction which medical 
men may be supposed to feel from the idea of doing good, and, 
indeed, I question if anyone ever selected his profession or prac- 
tised it upon such grounds; nor do I wish to draw your attention 
to all the advantages of spending our lives in the pursuit of 
science. This aspect of the question has been from time to time 
most eloquently and persistently dwelt upon by far abler advocates 
than I—by such men as Huxley and Tyndall—and their teachings 
have been of untold benefit to their country. I am happy in 
knowing (and I am sure you will be in accord with me in this 
matter) how much their precepts have permeated society and 
influenced the views of thinking men in this country, so that 
during the present generation the teaching of science and the 
teachers themselves have occupied an entirely different area from 
what they did in the past generation. All this is familiar enough 
to you, but I want to go astep further. I wish to show that it is 
quite possible to so occupy ourselves with all the sciences which 
make up the entirety of medicine and surgery that our pursuits 
become raised to an art in its highest sense, and will so give to us 
in return all those pleasures and delights which art can, and does, 
give in profusion to her votaries. In speaking of pleasure I limit 
it in the case of medicine and surgery strictly to mental processes, 
and whilst, of course, excluding all pleasures of sensation, must 
equally exclude all those delights derived from those arts which 
appeal to the special senses of the eye as well as the ear. It is 
difficult or even impossible to arrive at a definition which shail 
accurately express in what pleasure consists. Volumes have been 
written upon this subject, the only result of which has been to 
show that the line of demarcation between pleasure and pain is 
very close to each, so that in dealing with any pursuits which may 
give rise to pleasure, it is convenient to estimate its possibilities 
in this direction by analogy with what are universally acknow- 
ledged to be pleasures in the ordinary acceptation of the term. I 
must, therefore, ask you to acquit me of any sacrilege if I compare 
the practice of medicine with any other occupation, pursuit, or 
recreation, for such a comparison is only used for the moment as a 
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means of explanation. The keenest pleasures which we are able 
to derive from any pursuit will generally be found to include the 
exercise of a good many qualities, and to arise from a great 
variety of causes; and this will be evident if we carefully consider 
why some pursuits possess such fascination for those who follow 
them so ardently. No better example perhaps could be brought 
forward as an illustration of that than is seen in the cases of 
African explorers and sportsmen—in short, where we see con- 
spicuously mingled at the same time the spirit of enterprise and 
the exercise of determination, courage, and skill. There are the 
search and discovery of hitherto unknown areas in which may be 
found the traces of men or animals, the following up of such traces 
until they are in sight, and, in the case of animals, their pursuit, 
their capture, or killing them, in which latter is involved skill. 
Tn all these divisions it will be observed that the highest pleasure 
is not reached until after great labour, until great difficulties have 
been surmounted, until the explorer or sportsman seems uncon- 
sciously to regard all difficulties (in the words of Wellington) as 
being ‘“‘made to be overcome”; so the very labour becomes a 
pleasure in itself by the hopes which it engenders. Without 
doubt in this way the labours do actually often become at the time 
insignificant. We know also that what is termed pleasure is of a 
threefold nature, and consists in anticipation, realisation, and 
retrospection. Who of us has not experienced in the retrospection 
of pleasures how small become the difficulties and labours we have 
undergone? Fatigues, hardships, and disappointments that have 
been not easy to bear at the time are very little thought of, and 
the remembrances of them become dimmed to the memory as time 
goes on. Itis the successes which remain clear to us and which 
we never forget. How little do we hear from the explorer of the 
difficulties and the dangers, or from the sportsman of his bad days, 
but how seldom does he tire of recounting his good days? The 
fatigue, if there be any, is confined to his impatient hearer. I 
-have yet to mention in connection with the explorer and the 
sportsman that, if the application of his past experience is delight- 
ful, so also is the exercise of skill with the consciousness of 
constant improvement—above all, the uncertainty of success. 
Sport would cease to be sport without this constant element, and 
it is obvious enough that no game would be worth playing if it 
were not full of uncertainties. This applies equally to occupations 
1—2 


4 OPENING ADDRESS 


none of which would be worth pursuing if the results were 
certain. Now I permit myself, in passing, to suggest that amongst 
its many advantages medicine, occasionally at least, possesses the 
charm of uncertainty in the results of treatment, and the same 
might be said even of surgery in regard to some of our operations. 
There are, however, some things in the doing of which the interest 
never palls. The explorer and the true sportsman know this full 
well, and it requires no words from me to tell you that medicine 
and surgery are, if once engaged in with the true scientific spirit, 
the most absorbing of studies and occupations. It arrives then 
to those who do practise our profession in this spirit to become 
enthusiasts, and certainly it is something gained if we acquire a 
mental attitude which enables us habitually to so contemplate the 
pleasures of our work that the labours of it disappear. If any 
instance were wanted which should display the analogy which 
exists between the explorer and the surgeon, we have one at hand 
in our last Lettsomian lecturer upon Peritonitis. He might be 
not inaptly described as the explorer of the peritoneum. There 
were many African explorers before the sources of the Nile were 
finally discovered; but if the history of these adventurers be 
studied it will be observed how careful each one was to take 
advantage of the knowledge of his predecessors in combating the 
difficulties which had to be surmounted ; how careful to take note 
of, and mark for the guidance of those who were to follow him, 
the dangers to be anticipated and avoided; how cautious in 
making statements to say that such points which might at first 
appear to have been settled were still open to some doubt; how 
one explorer after another returned without having settled the 
question, but how each one had not only a hope, but a firm con- 
viction, that someone would succeed at last; and how they all left 
a sort of impression on their hearers that they would again and 
again go back until they at last returned with the complete know- 
ledge which they had so desperately striven for. When I listened 
to Mr. Treves upon Peritonitis,* it appeared to me that he had 
spent a considerable portion of his life within a peritoneum ; that 
when he paid each of his numerous visits to this dark country, he 
had made himself acquainted with the doings of every previous 
explorer in this region, and these explorers belonged to several 
nations—the English, French, German, and many others; that 
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he frequently found the district which he visited infected with the 
plague of septiceemia ; that, though there were times when it was 
free from this fever, he frequently selected infected periods for his 
visits; that in his travels nothing that former visitors had seen 
ever escaped his notice; that he carefully prepared himself against 
all the dangers which they had experienced; that he had a short- 
hand writer with him to take down minute descriptions of every- 
thing he saw; that he afterwards himself carefully annotated 
every fact which was certain; that he placed a query to many 
pomts which he had previously stated as facts; that he discarded 
many precautions as useless which he previously had employed ; 
and that he expressed in footnotes his opinions as to probabilities. 
At one place I find, after many journeys, the following statement : 
“Tt has now become evident that peritonitis depends almost 
entirely, if not entirely, upon infective processes, and that these 
agencies are concerned, directly or indirectly, in every form of the 
disease. 

“There are those who maintain that there is no form of peritonitis 
which is not due to infection, and although the data upon which 
such an assertion is based are not entirely perfect there is yet 
much presumptive evidence in favour of its accuracy. Indeed, 
the domain of non-infective peritonitis is becoming rapidly more 
and more dubious.” I would also call attention to the fact, which 
appears at the end of the second lecture, that after some of his 
many expeditions to ‘‘Peritonea” he seems not to have been 
altogether idle during his well-earned repose, for he gives 
references to sixty-seven works upon the subject which he had 
read in various languages, and for the benefit of those who were 
not quite satisfied with this amount of literature he adds a note: 
“For some fuller account references may be made to various 
articles,” and proceeds to name them. It appeared also to me that 
after each return from this Peritonitic district he was full of hope 
and anxious to go back as soon as his engagements would permit 
him: and that he was by no means jealous of other explorers. 
Our lecturer, on the contrary, observed that a few of the early 
explorers had in some particulars succeeded better than himself, 
and he had returned to their old routes. You will notice, please, 
that he is really a model explorer, who ought to be held up as a 
pattern to others. He has behaved with the greatest liberality, 
for at the time I heard him he brought back a complete map of 
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the entire district he had traversed, with copious notes and most 
valuable advice, and presented it to the Medical Society of London 
for the use of future explorers, and that excellent Society, in the 
same liberal spirit which marked the donor, has given it to the 
world. 

Gentlemen, do you detect in the surgeon the enterprise and 
enthusiasm of the explorer? I speak of enthusiasm, but in the 
instance of a follower of our art it is not confined to himself. The 
enthusiast inspires it in his pupils, it reacts from the intelligent 
pupil to his teacher. Gentlemen, it is enthusiasm that destroys 
the monotony of an occupation—yes, even the monotony of life. 
I can fairly venture to speak of these matters. Many might 
suppose, and have, indeed, said to me words to this effect: Being 
engaged, as you are, with only one branch of surgery, being 
debarred from the fascinating conditions which surround general 
surgery, taking no part in its brilliant achievements, do you not 
feel fatigued by contemplating the same restricted area affected 
with the same aspects of disease? ‘To such inquiries I can 
truthfully answer, Never. And as I reply I cannot avoid the 
suspicion that it is my questioner who has experienced a feeling of 
monotony, and who might have done much better work if he had 
not. It is the artist who paints potboilers who suffers from 
monotony, and if he suffered extinction it would be no serious loss 
to the community. If any specialists require consolation for the 
tedium of their occupation I am here to-night to give it them, for 
I am one of those who believe that to the true followers of 
medicine and surgery one of its pleasures and rewards is the 
impossibility of monotony. Those who have experienced it must 
know what it is to feel dull. It is a sensation which up to now I 
have not felt, and I can only hope that at this moment I am not 
instrumental in producing it. I firmly believe that for us, in the 
words of the clown to Malvolio, ‘‘ There is no darkness but 
ignorance’’; and I will add there is no monotony save in the sleep 
which sweetly restores us and the death which releases us when 
our work is ended. But not the least amongst the many delightful 
characteristics of enthusiasm, as I just now observed, is that its 
possessor can and does share it with others whilst observing their 
doings, although taking no part in them. It has, for example, 
happened to myself to be in the company of one of the most justly 
honoured members of my profession, whilst we witnessed a 
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beautifully executed and most intricate operation, performed for 
the first time in this country by one of our most brilliant surgeons. 
It was so done that the certainty of death was replaced by what 
afterwards proved to be the certainty of life in the person of a 
mutual friend. There was at that time expended the enthusiasm 
of the surgeon who operated; the enthusiasm which the two 
spectators felt and expressed to each other, in that they should 
have had the privilege of lhving at a period when they could 
witness the extraordinary advances of modern surgery. It is 
needless to add that subsequently a still further expenditure of 
enthusiasm took place in the person of the patient who had been 
made perfectly familiar with the history and hitherto fatal termi- 
nation of every case like his own—at least, so far as had been 
observed in this country or in the foreign literature of surgery. 
In this narrative you will detect ,one of the pleasures which 
surgery is capable of affording its followers, and a slight effort of 
imagination will readily suggest numberless other instances in 
many respects similar to it. 

And now I wish to show what an important part, and | think 
very often an imperfectly recognised part, imagination plays in 
the subject I am attempting to deal with. We are all of us 
familiar enough with Tyndall’s essay on ‘The Scientific Use of 
the Imagination,’ and without any disrespect I may observe that 
a more accurate title to his brilliant essay would have been ‘‘ The 
Use of the Imagination in the Pursuit of Science,” for the 
imagination does not admit of being used scientifically or unscien- 
tifically. However this may be, and it is not important, I have 
for many years believed that one of the pleasures enjoyed in an 
eminent degree by physicians and surgeons has been the exercise 
of the imagination. I have hitherto not ventured to express this 
view, as I might have been met with the rejoinder that the more 
the surgeon sticks to what he knows, and the less he indulges in 
his imagination, so much the better for the patient. But in the 
early part of this year 1 came upon the following remarks by 
Herbert Spencer on this well-known essay of Tyndall. ‘ Rightly 
conceived,” Spencer says, ‘‘imagination is the power of mental 
representation, and is measured by the vividness and truth of this 
representation. So conceived, it is seen to distinguish, not poets 
only, but men of science; for in these two imagination bodies 
forth the forms (and, he adds, the actions of things unknown).” 
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He goes on to explain that the difference between the imagina- 
tion of the poet and the man of science lies in the fact that, 
whereas the imagination of the poet is exercised upon objects of 
human interest and his ideas glow with emotion, the imagination 
of the scientific man is exercised with things utterly remote from 
human interest, and which excite no emotion—that whereas people 
at large can follow the poet, the imagination of the scientific man 
is inaccessible to them. Now it seems to me that this method of 
reasoning especially applies to the study of disease upon human 
beings; that in investigating the condition of organs hidden from 
view the mind of the physician or surgeon is constantly picturing 
to himself these conditions; that in examining these interna! 
organs by the best means at his command—the lungs and the 
heart, for example—he is incessantly picturing to himself those 
conditions, whether of health or disease, which his previous 
experience has made familiar to him; indeed, in proportion to the 
vividness of his imagination so he appreciates the possible changes 
from health, and so sees in his mind’s eye the actual alterations in 
structure of the organs under examination. He not only hears 
the sounds of the heart in valvular disease, but he sees the 
deficiencies of the valve; and the more active his imagination the 
more accurately and vividly does he appreciate the precise extent 
of disease. Surely this is no fanciful picture, and surely in so exer- 
cising the imagination consists one of the pleasures of the physician. 
A similar intellectual pleasure is indulged in by the surgeon who 
examines an abdominal tumour. He not only recognises it by his 
sense of touch, but by the aid of his imagination he sees it, and 
whilst seeing it compares it with others he has known of a like 
nature, and pictures to himself the details of procedure when 
shortly he will be removing it through an abdominal section. 
The pleasure of the physician may perhaps cease when he knows 
what is there, but the surgeon looks to something further—to the 
actual moment of capture and eradication of the disease. There 
is, you will observe, in regard to the exercise of imagination, 
a vast difference between medicine and the other sciences—a 
difference not at all contemplated, or at least not referred to, 
by Tyndall. His contention was something to this effect: that, 
for example, we know perfectly well the laws which govern such 
matters as sonorous vibrations, so far as they affect air or water; 
that, although the bodily eye cannot see the condensation and 
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rarefaction of the waves of sound, we construct them in thought, 
and believe in their existence as surely as we believe in that of 
the air itself. Now this is not quite analogous to the exercise 
of the imagination in the pursuit of medicine. If we take any 
of the phenomena with which Tyndall was dealing, such as sound 
or light (the condensation and rarefaction of the waves of sound 
will do as well as any other), they are a something that the eye 
has never seen. Who ever saw a wave of sound? Still less did 
anyone ever see it in action of condensation or rarefaction! We 
can all see, and have seen, the effects of such action upon atoms 
by experiments, and we have appreciated by our ears the rapidity 
of vibrations; but the wave itself is invisible and only known to 
exist. Now in the case of medicine, when our investigations are 
being made as to the state of an internal organ hidden from view, 
we have seen it, we know it well; we are not only familiar 
with it in health, but have seen it at post-mortem examinations 
exhibiting all sorts of variations from health in the form of 
disease. When, therefore, the imagination of the physician is 
brought into play he does not think of something he has never 
seen, or of something invisible to the eye, but he imagines a 
condition of which he has seen the like, and which he has 
actually handled. Thus his mental picture is far more vivid 
than in the cases which Tyndall uses for illustration, and, being 
more vivid, it is far more accurate as a mental picture. Nay, 
more than this, he is still further helped by the physiologist, 
who can display to him those organs (which he knows so well 
in the repose of death) in vital action and performing their 
functions. ‘The physiologist can show us the heart (of an animal, 
be it noted) in action during life, the brain during its vitality, 
and many other organs, such as the liver, kidneys, and stomach. 
Whilst aided by such knowledge the mental picture becomes 
clearer, and is still further accentuated during the formation of 
an opinion as to the state of the organ under examination. And 
now, notwithstanding the most skilful treatment, is not the 
opinion verified or falsified at a post-mortem examination? So 
herein lies the charm of uncertainty which the pure scientist has 





not the advantage of—an uncertainty which is at last set at rest, 
and teaches the physician one of the many lessons which year by 
year adds to his experience, and gives him more certainty in his 


opinions. It may be more uncertainty, but at least it is some- 
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thing which advances further and further in the direction of 
accuracy and truth. 

What I am especially anxious to show is the immense import- 
ance of the imagination in the practice of surgery; how, by the 
use of a brilliant, imagination, many of the great changes in the 
march of surgery have been achieved; how the want of imagina- 
tion has often checked the progress of surgery and left certain 
branches of it ina state of stagnation for years. Let me, fora 
moment, recall to your minds an opening address which was given 
by one of your late presidents from the chair four years ago— 
viz., by Mr. Knowsley Thornton, ‘On Abdominal Surgery, Past 
and Present ’—a history of his own art by a true artist, told in 
simple language, and with a modesty as regards himself which 
might be expected from him. But in this narrative it was easy 
enough to detect the depression which he felt whilst he was 
dealing with periods when mistakes were not only made—this 
is natural—but were persisted in for years; easy enough, too, to 
detect his enthusiasm when he relates how these stumbling-blocks 
were swept away. He told us how, in 1809, the first ovariotomy 
was performed, and successfully ; that for sixty years afterwards 
no real progress was made; and then he shows very clearly why 
this stagnation took place—that in 1821, with no previous know- 
ledge of McDowell’s work, Nathan Smith, of Connecticut, operated 
by a method nearly perfect; that, his incision being three inches 
long, he waited till all bleeding had ceased before he opened the 
peritoneum, used animal ligatures, cutting them short, and 
dropped in the pedicle. The patient was walking about in three 
weeks. Then, added Mr. Thornton: “Is it not marvellous that, 
with such a perfect example of good surgery before them, 
operators should have gone on blundering with long incisions, 
long ligatures, clamps, and abominations of every kind, piling 
up the victims till the total is probably equal to the death-roll 
of a great battle?’ After 1821 there was another step, for pains 
were taken to include the cut edge of the peritoneum in the 
sutures. About 1850 the mortality rose in America for twenty 
years to (0 per cent., due, in the opinion of Mr. Knowsley 
Thornton, to the long ligature first, and, later, the clamp. I 
now quote again: ‘‘ The long ligature appears to have separated 
from the nineteenth to the thirty-fifth day, or even later, and 
during the whole of that period the unfortunate patient had a 
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carefully prepared moist roadway for the causes of putrefaction 
and death, leading directly from the outer air to the deepest 
recesses of her peritoneum, and at the bottom of this roadway a 
‘lump of half-strangled tissue; and probably the dirty fingers of 
the nurse, and the still more dangerous fingers of the surgeon, 
fresh from other suppurating and putrid wounds, had a tug at it 
daily, stirring up fresh irritation in the remains of the pedicle, 
which nature was all the time doing her best to heal, and leaving 
only too often in the moist silk thus handled the most deadly 
causes of future mischief. Shall we marvel that there is a death- 
rate of 70 per cent., or shall we not rather marvel at the hair- 
breadth escapes there must have been, and at the marvellous 
vitality and resisting power of the tissues of the lucky 30 per 
cent. who recovered ? ” 

I quote again in regard to the clamp: “‘ But what of the actual 
instrument, with its great hinge impossible to clean? It was 
taken off the pedicle of a patient dying of septicemia, or it came 
away reeking with the foulness of a separating slough, and it was 
sent to the instrument maker’s to be cleaned, came back with its 
hinge oiled with the grease of an instrument-maker’s shop, in 
which probably post-mortem and dissecting instruments were 
cleaned—shall I not rather say dirtied—side by side with it, and 
then it was put on to a fresh pedicle without even a wash or a boil, 
or a steeping in some antiseptic lotion. It was put on, I say, to a 
nice little pedicle, which a fine sewing needle and silk would have 
secured, and the patient, a beautiful girl, perhaps in the first flush 
of womanhood, was in thirty-six to seventy-two hours a corpse, 
bloated and disfigured, with foul gases bursting from her tissues 
wherever they were incised, and then came the record too often: 


‘exhaustion’ or ‘ peritonitis.’ ” 


The whole history of abdominal 
surgery as told by Thornton is a romance, ending, as it does, with 
a triumphal march of a gallant army, Lister at the head of the 
troops, the man who taught them to be “surgically clean,” Is 
there no’exercise of the imagination in this romance P Is it not per- 
fectly plain during the long life of the long ligature that if a vivid 
imagination had been at work the progress and route of septiczemic 
poison all along the ligature would have been visible to the 
possessor of such an imagination ? Was not the period of stagna- 
tion in abdominal surgery with all its ghastly records due to the 
absence of imagination in the surgeons of that day ? Is not the 
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progress of abdominal surgery till it reached its present position 
clearly due to those surgeons who have possessed and exercised a 
bright imagination, in a way somewhat similar to what I have 
described in the case of the physician? Is not the activity of 
imagination the mark of genius in poets, artists, and the writers of 
brilliant romance? If the mental processes are the same with the 
sargeon who establishes a marked advance in the history of 
medicine or surgery, can we deny him the attributes of genius ? 
I leave this to you; but at least you will grant him one of the 
pleasures of medicine and surgery, the actual existence of which I 
hope I have made more or less evident. Whilst I draw attentioa 
to the intellectual side of surgery, I wish, if I can, to place it 
before your minds in such an attitude (if I may use the 
expression) that it will le side by side and compare not 
unfavourably with literature and the arts. I wish to show 
that it is in very truth an art, and thus something worth 
cultivating, not only for its usefulness, but for the pleasure 
which it is able to afford to those engaged in it. Now the 
pleasures which poetry and literature of various kinds are able 
to give are of a twofold charac‘er. In the first place there 
is the pleasure which is derived from the emotions, and in 
the second place the pleasure which is strictly of an intellectual 
kind. Although in the matter of romance or history the emotions 
are partly engaged, as m poetry, there are certain other forms of 
literature in which the emotions are entirely untouched, and yet 
the enjoyment derived from such literature is very complete. 
Thus, for example, we can all call to mind essays which would 
fulfil this proposition. In what, then, does the pleasure consist ? 
I think it is to be found in its completeness, in its perfect methods 
of expression, in the excellent choice of language, in the due 
sense of proportion which it leaves upon the reader, in its 
obviously truthful intent, and in its entire accuracy—in short, 
in its producing a condition of mind for the time being which 
Huxley would define, to use his own expression, as “intellectual 
content.” This is, without doubt, a feeling of great pleasure, 
and I believe that a precisely analogous feeling is produced from 
a complete and successful piece of surgery. If you allow this, 
surgery is not only the possession of the surgeon who is the active 
agent, but is shared by those who take an interest in it, just 
as much as the pleasures of literature are equally the possession 
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of the reader as the author. In this sense, therefore, surgery 
bears a close relationship to art—as close as that of literature. 
And does not literature become an art when an author is able to 
place before the mind’s eye of his reader the picture of a startling 
incident, in which the actors of the scene represent the highest 
types of female and manly beauty, expressing in their faces and 
attitudes the most varied emotions? If, therefore, my assumption 
is sound, I claim for medicine and surgery a family relationship 
to the arts and literature, and with it a participation in the 
intellectual pleasures which these are able to afford. It is, I 
may say, one of the provinces of the Medical. Society to prose- 
cute this claim, to encourage the frame of mind I have described, 
and to so help us that in our work we never permit our eyes 
to wander from our ideal, which is nothing less than truth in 
nature. Diderot, in illustration of the fact that the constant 
contemplation of the model had the effect of making the truth 
of nature forgotten, because the artist can think of nothing 
but the models he has studied, relates the story of an artist 
who, before he drew a line on his canvas, used to kneel down 
and pray, “Good Lord, deliver me from the model.” And so 
it should be in medicine and surgery, if we are to get the 
best possible from them; we should be able to dismiss from 
the mind every consideration that may interfere with the true 
scientific spirit. In one sense our art has a feature of its own: it 
is the effect of the mistakes which we make. They are sometimes 
no doubt disastrous at the time, but so long as they are not the 
results of culpable ignorance, and so long as they occur in the 
hands of the true followers of science, they are actually a help in 
the progress of medicine. They are recorded by the investigator 
as a warning to others, and they are so emphasised as to be of real 
service to those who follow: in fact they become landmarks for 
future generations. This is the effect of owr mistakes upon owr 
pursuits. In literature and the sister arts errors that have been 
perpetrated remain as disfigurements, whilst errors committed by 
those who have spent their lives in promulgating the many 
religions that have swayed mankind have not only disfigured 
humanity, but have in past ages stained history with blood, and 
these errors have been so numerous as to have obscured to the 
multitude the Divine light which should have shone through 
them. Let us hope that whatever errors we commit, so far from 
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obscuring light, may act as beacons to guide those who follow us 
in the search for truth. 

And now, in bringing my reflections to an end, let me say I do 
not suppose for a moment that all of those who practise medicine 
and surgery, and even practise it in the best interests of science 
and of their profession, have arrived at that attitude of mind 
which permits them to contemplate in detail the processes of 
disease and its treatment so as to be a source of pleasure, but 
I believe this is merely the result of circumstance. The lives of 
most of us are so busy that there is but scant time for reflection. 
With a large proportion of mankind the enjoyment which it is 
possible to extract from their lives is unobserved, and the flowers 
remain unplucked by the hands which serve only to support 
existence and that of those dependent on their industry. In 
dealing with the pursuits of medicine and surgery, rich as they 
are in the sources of pleasure, I hope I may be pardoned for 
occupying your time in drawing attention to possibilities which, 
though they must have presented themselves to many of us, may 
easily have escaped the notice of a few. 


ON HYPOCHONDRIASIS AND NOSOPHOBIA. 
By Juuius AutHaus, M.D. 


Iris a singular fact that, while medical authors of the 17th, 18th, 
and the first half of the 19th centuries have written very copiously 
on hypochondriasis, the more recent treatises on diseases of the 
nervous system by Rosenthal, Grasset, Buzzard, Ross, Oppenheim, 
and others, should be absolutely silent on this subject. In 
Leube’s valuable and exhaustive work on the diagnosis of nervous 
diseases which appeared a few months ago, hypochondriasis is 
omy mentioned by the way, in a few lines, as an apparently 
insignificant condition. The periodical hterature of the day 
teems with papers on hysteria, chorea, epilepsy, and other nervous 
maladies, but the word hypochondriasis is rarely, if ever, met 
with. This neglect of the disease by modern writers, from whom 
otherwise nothing escapes, might at first sight convey the notion 
that hypochondriasis had recently ceased to prevail; but such an 
explanation is contradicted by well-marked cases of it which we 
are in the habit of meeting in practice. Least of all could such 
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an assumption be entertained in this country, as England has, 
more especially by French writers, always been credited with 
being the real home of hypochondriasis, this being, in their 
opinion, due partly to our damp and foggy climate, which is 
believed to create a tendency to indigestion and liver affections, 
and partly to “the odd mixture of aristocratic and democratic 
government obtaining here,” and which is said “‘to lead to constant 
agitation and endless disappointments !”’ 

To my mind the circumstance just mentioned is rather to be 
accounted for by the prominence which has of late years been 
given to the study of the group of symptoms known as neurasthenia, 
and for which I have recently proposed to substitute the term 
‘“‘encephalasthenia”’ as better suited for it. In the latter neurosis 
various forms of fear, such as agoraphobia, claustrophobia, 
zoophobia, and many other kinds of apparently groundless alarms 
and panics, are prominent symptoms. Such patients entertain not 
unfrequently a fear of the invasion of some disease, or of impending 
death ; and for these latter conditions the terms nosophobia and 
pathophobia have been proposed, and have by some writers been 
used as equivalent with hypochondriasis. It is one of the objects 
of the present paper to draw a distinction between these conditions, 
and to show that hypochondriasis is a well-marked neurosis by 
itself, which is plainly distinguished from other neuroses by its 
definite symptoms, course, and termination, differing from 
nosophobia on the one hand, and from hypochondriacal insanity, 
with which it has been confounded by some writers on psycho- 
logical medicine, on the other hand. 


HyPpocHONDRIAGAL INSANITY. 


It is indeed a great mistake to assume that most hypochondriacs 
are insane; on the contrary, they are frequently in good mental 
health for the ordinary purposes of life. There is certainly no 
lack of decision, and no want of judgment. In the beginning of 
the affection, more especially, the patient, far from experiencing 
any difficulty in going on with his usual occupations, often seems 
to find the exercise of his intellectual faculties actually easier than 
it was before. This is probably owing to the fact that, when his 
attention is diverted into other channels, he forgets, to some 
extent, the distressing sensations which he experiences when his 
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mind is not fully occupied, so that intellectual exertion is an 
actual relief, and therefore eagerly sought for. It is only in the 
further progress and later stages of the complaint that no 
occupation or distraction will succeed in making him forget his 
misery. The mind, by being incessantly riveted on a single point, 
is then apt to lose its balance, and the intellect may become 
deteriorated. 

Yet simple hypochondriasis rarely merges into hypochondriacal 
insanity or imbecility ; and the difference between these several 
conditions appears to me to be a fundamental one. Thus, I would 
call a man a hypochondriac who believes himself to be suffering 
from cancer of the liver because he experiences uneasy and 
distressing sensations in that organ or its neighbourhood, and who 
keeps dwelling and brooding on his conditiom in spite of being 
assured by his medical attendant that he has no such disease as he 
imagines himself to have. On the other hand, a man who believes 
that he has a load of hay in his head, or that his body has been 
changed into glass, or that he cannot move his legs because they 
have been turned into wood or wax, or gold or velvet, cannot be 
called a hypochondriac, but is either insane or imbecile. Another 
distinction between the two conditions is that in hypochondriacal 
insanity delusions are habitually entertained about the origin of 
the complaint, which the patient looks upon as a punishment 
inflicted for his sins by the Almighty, or as owing to poison 
administered to him by his friends or servants, or to being 
magnetised or electrified against his will, &c. The real hypo- 
chondriac is never subject to such delusions, but often hits the 
mark by attributing his illness to inheritance, over-eating and 
drinking, excitement, overwork, and similar tangible causes. 

Hypochondriacal symptoms are likewise apt to occur in persons 
suffering from general paralysis and other organic diseases of the 
nervous system, and are then mixed up with such objective signs 
as alterations in the size of the pupils, difficulty in speaking, 
reading, writing, and walking, and general failure of mental 
power, &c. Again, nocturnal epilepsy, which may exist without 
the patient or his friends being aware of it, may be accompanied 
with symptoms of hypochondriasis, and may thus be mistaken for 
the latter. The symptoms of hysteria, on the other hand, are so 
widely different from those of hypochondriasis that it is difficult 
to understand how such excellent observers as Sydenham, Hufeland, 
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and others, could have been brought to believe the two conditions 
to be identical. This error may perhaps be accounted for by the 
fact that the one neurosis is sometimes found complicated with 
the other. The symptoms of hysteria have of late been so pointedly 
described by numerous authors that I do not consider it necessary 
in this place to dwell upon the features by which they are 
distinguished from those of hypochondriasis. 


THe Nature ofr HYPOCHONDRIASIS. 


The characteristic feature of hypochondriasis is that the patient 
habitually experiences a feeling of profound illness, which is 
caused by distressing sensations referred to one or several portions 
of the body. These sensations, which I shall presently describe 
more fully, occupy his attention after a time so exclusively that 
he cannot think of anything else and begins to brood over their 
origin, significance, and eventual issue. His imagination thus 
becomes disordered, and he creates for himself one or several 
imaginary organic diseases from which he believes himself to be 
suffering. The sensations therefore are real, but their explanation 
is faulty, and the further development of the neurosis hinges 
upon this peculiarity. 


Tue Various Forms or HYPpocHONDRIASIS. 


In anumber of cases of hypochondriasis the head is the principal 
seat of the distressing sensations which are experienced. There 
may be pain, but more frequently there are other peculiar feel- 
ings, such as pressure, tightness, vibration, swelling, distension, 
emptiness, fulness, dryness, icy coldness or boiling heat, a feeling 
as if the head were filled with air, water, sand, lead, or stones, or 
as of electric shocks, or a clock ticking in it, or as if there were 
explosions by which the brain was shattered and split up, or as 
if ants or snakes were crawling about in it, or as if it were 
torn by claws or filled with live coals, &c. Where such and 
similar pareesthesie are habitual, we cannot be sarprised that the 
patient after a time becomes convinced that he is suffering from 
some awful and unheard-of brain disease, by which that organ 
has become softened or otherwise destroyed. He then believes 
that he has broken a blood-vessel in his head, or that he has a 
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hole in the brain, or that he is threatened with apoplexy, or that 
he is on the point of going mad, and will die an idiot. 

In this form of the neurosis we also meet occasionally with 
that singular disturbance of visual perceptions which is so par- 
ticularly distressing to the sufferer, who finds, when looking at 
his reflection in the glass, that he looks quite different from what 
he used to do, or that, when he looks straight at some object, the 
latter suddenly begins to move or to change its aspect and to 
become muddled up with other objects in the neighbourhood. 
Thus the patient, when quietly reading a book or a paper, will 
suddenly jump up and call out that all the lines are running into 
each other, that he can no longer see, or has painful sensations 
when looking at certain cbjects or colours. Where such visual 
disturbances occur every few minutes, as I have seen in some 
cases, one cannot really be surprised that the patient gets quite 
beside himself, keeps asking whether he is going mad, and talks 
the whole day to his family and friends about nothing but the 
extraordinary sensations which will not leave him in peace. Such 
hallucinations of sight do not, however, constitute a separate form 
of hypochondriasis, as has been asserted by Mendel, but only tend 
to show that a portion of the brain is suffering which is in intimate 
connection with the visual centres. I have seen such symptoms 
associated with hallucinations of smell and taste, and with such 
awful feelings in the abdomen that the patient imagined himself to 
be suffering from intestinal obstruction or cancer of the recturn. 
They are therefore only one of the numerous symptoms which 
may occur in hypochondriasis, and which point to a considerable 
functional disturbance of the brain, or as nese expressed it, 
“‘ataxy of the animal spirits.”’ 

In another set of cases there are few or no cephalic sensations, 
and the chief seat of the trouble is in the chest. Many patients 
complain of precordial anxiety, or that their heart is bursting or 
jumping out of the chest, that it has ceased to beat, that circula- 
tion is no longer carried on, and death is impending. Others 
imagine that their heart is dried up, or subject to polypus, 
aneurism, or fatty degeneration. A dry cough or a troublesome 
_expectoration of some dark or light-coloured mucus, together 
with the feeling of an iron band round the chest, induces them to 
think that they are in an advanced stage of consumption, or have 
an incurable form of asthma. 
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The digestive tract is likewise a frequent disturber of the peace. — 
The patient keeps looking at his tongue every few minutes, and 
has such odd sensations in it that he is convinced an ulcer or a 
cancer must be forming there; or he complains of choking sensa- 
tions, imagines that he has lost the power of swallowing, and 
expects that hydrophobia is on the point of being developed. 
There is often excessive belching, eructations, hiccough, regurgita- 
tion of food, nausea, and such terrible feelings in the stomach as 
to convince him that there must be at least gastric ulcer or cancer. 
One of my patients had a feeling as if the stomach was constantly 
being turned over from one side to the other; and another com- 
plained of such fulness, heaviness, swelling, and noise in the 
abdomen, that he thought the bowel was obstructed, and the anus 
blocked up. 

Again, the pelvic organs may be the principal seat of the distres- 
sing feelings which are such a characteristic feature of hypochon- 
driasis ; and delusions concerning the condition of these parts will 
thus be rife. Thus, a male patient will imagine himself to have 
become impotent, perhaps shortly after he has engaged himself to 
marry, and may commit suicide on the eve of matrimony. Or he 
may be troubled by over-anxious feelings about the consequences 
of masturbation, gonorrhoea, and spermatorrhcea; or he may go 
from one surgeon to another to be sounded for stone in the 
bladder, which only exists in his imagination. A female patient, 
on the other hand, may be subject to such pricking, stabbing, and 
burning sensations in the womb that she gradually comes to 
believe herself to be the victim of uterine cancer, 

Finally we meet with cases in which almost all organs of the 
body may be the seat of distressing sensations. There is indeed 
no part which may not be painfully affected, and no form of 
distress that may not be experienced. Such a patient will 
complain, either successively or simultaneously, of pain and heat 
in the head, of throbbing in the temples and ears, of difficult 
articulation, of stabbing feelings in the neck, choking in the 
throat, palpitations and shortness of breath, of cramp in the 
stomach, discomfort in the right hypochondrium, pain and 
soreness in the bladder, and numbness and aching in the limbs. 
During the same interview he may express his belief that he has, 
or is going to have, a fit of apoplexy, heart disease, aneurism, 
gastric ulcer, consumption of the bowels, general wasting of the 
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body, rheumatism, fever, Bright’s disease of the kidney, and 
enlargement of the prostate. 

An unprejudiced observation of well-marked cases of this kind 
must lead us to the conclusion that the distressful feelings in 
different parts of the body, which are complained of by such 
patients, and described, month after month, and year by year, 
with the greatest minuteness and the most wearisome reiteration, 
cannot be ¢maginary, as is often too readily assumed by the friends 
and medical attendants of the sufferers, but must have a substantial 
base in fact. In cases where incessant complaints are made, and 
where the doctor on examination does not discover any objective 
symptoms, he is after a time inclined to disregard the trouble 
altogether; while the friends of the patient, finding that in spite 
of all the horrors which he is never weary of describing to them, 
he does not get much worse in course of time, and can on 
occasions be cheerful and forget all about his troubles, harden 
their hearts to him, and tell him plainly that he is putting it on, and 
that, if he would only “‘ rouse himself,” or “‘ pull himself together,” 
he would soon be all right. Nothing, however, is more apt to 
make the patient angry and indignant than to be told that ali his 
troubles are imaginary, and he will reply that he is not a child, 
but knows perfectly well what he is about, and that he is dread- 
fully ill. From long-continued personal observation of, and 
reflection about the nature of such cases, I have come to the 
conclusion that such patients are really very ill, and that it is as 
impossible for them to get better by “pulling themselves together,” 
as it would be for a patient with tic doulcureux to have no 
pain, or for one with cystitis to pass normal urine. We must ask 
ourselves the question what object could be gained by such 
persons through their incessant tedious complaints? They are 
sure to become in course of time a positive nuisance to their 
friends and doctors, and this cannot afford them any satisfaction. 
Sauvages was indeed not far wrong when he said that hypochon- 
driasis was “ hell for the patient, and purgatory for the doctor.” 
Nor is it possible to understand why they should commit suicide, 
except for the purpose of getting rid of sufferings which to them 
ure well-nigh intolerable. 
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CourRSE OF THE DISEASE. 


Where such harassing sensations as I have described are 
almost constantly present, the patient’s character and disposition 
naturally undergo, in course of time, a complete change. The inces- 
sant distress he feels makes him sullen, morose, peevish, crotchety, 
irritable, and, above all, utterly selfish and inconsiderate to others. 
Being firmly convinced that he has some incurable and mortal 
illness, which appears to him unexampled and extraordinary, he 
eventually can think of nothing but his ailments. He is apt to 
weigh every particle of his food and drink; he examines his 
expectoration, sweat, urine, and feces, which he insists on sub- 
mitting to his doctor; and holds forth about all these matters to 
his friends, or even strangers, without the least compunction or 
reserve. He is always in a state of despair, believes his end to be 
near, says that he will be glad to die, and while fearing death 
more than anything else, may commit suicide ona sudden impulse. 
In consequence of his being in an incessant state of fear and 
alarm, the vital functions are, after a time, improperly performed. 
Digestion and assimilation suffer; the mouth becomes dry; the 
tongue appears covered with a white, tough, tenacious mucus; 
there is constant hawking and belching ; hence the old term morbus 
ructuosus or flatuosus ; the stomach may become dilated, and the 
liver congested. The bowels are habitually constipated, and piles 
often make their appearance. The circulation also suffers; the 
pulse is slow, irregular, and intermittent; there is throbbing in 
the epigastrium, which may be seen and felt; the skin is rough 
and dry, the complexion yellowish or brown (morbus niger); the 
face pinched and hollow, the body wasted (morbus resicatorius) ; 
the urine dark and scanty, or colourless and abundant; while 
insomnia becomes more troublesome as time goes on. 


CAUSES OF HYPOCHONDRIASIS. 


The course of the disease is apt to be protracted and severe 
where it is chiefly owing to neurotic inheritance; and compara- 
tively short and slight where the predominant influence in its 
production has been exerted by exciting causes which have a 
prejudicial influence on the nutrition of the nervous system. 
Such causes are principally a sudden shock, domestic grief, loss of 
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relations, crossed love, impaired social position, change from 
affluence to poverty, disappointed ambition, undue mental and 
physical strain, alcoholic and sexual excesses, the habitual abuse 
of purgatives, narcotics, and analgesics, certain acute infectious 
diseases, especially influenza, and long-continued gastric and 
hepatic troubles. To these should be added gonorrhoea and sexual 
irregularities in men, and chronic leucorrhcea, menstrual derange- 
ments, the puerperal state, and the menopause in women. The 
neurosis is also apt to come on in women shortly after they have 
become engaged to be married, and after certain gynecological 
operations. Reading medical books, especially those issued by the 
quack fraternity, and sedentary habits are likewise of influence. 
In cases where no exciting causes can be discovered, the hypo- 
chondriasis has to be looked upon as purely constitutional. This 
is the worst form of the disease, which is rarely, if ever, cured, 
more especially when affecting patients of an advanced age, and 
is apt to end fatally, after a protracted period of marasmus. 
Where, on the other hand, exciting causes have played the 
principal part in its production, we have to do with the accdental 
form of hypochondriasis, which offers a far more favourable 
prognosis. In this form, however, there is always a certain 
amount of predisposition as well; for many persons go through a 
protracted and painful illness, and through fearful troubles as well 
as excesses in life, without ever becoming hypochondriacs; and it 
is therefore necessary for this condition to be established, that the 
imagination should be impressionable and easily affected by morbid 
sensations, so as to be induced to transform feelings into maladies, 
and thus to create diseases which have no real existence. 

This neurosis is most frequent between 20 and 40 years of age, 
probably because the factors which are apt to produce it are then 
more active than at other periods of life. It occurs, however, 
occasionally in children and the aged. Men are more subject to 
it than women, the proportion in my practice having been about: 
70 per cent. for males and 30 for females, while about the reverse per- 
centage for the sexes appears to prevail in hysteria. In some few 
cases the neurosis eventually merges into hypochondriacal insanity 
and dementia, while in others death may take place by intercurrent: 
diseases, such as bronchitis or typhlitis, or by suicide. 
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CEREBRAL LOCALISATION: THE VISCERAL CENTRE. 


The symptoms of hypochondriasis have by many of our pre- 
decessors been ascribed to a faulty condition of the blood or 
humours, and by others to disease of the abdominal organs, more 
especially the spleen, liver, and stomach. No proofs for these 
assertions have been forthcoming, and Sydenham was the first who 
sought their origin elsewhere, stating that they arose “from an 
unequal distribution and rushing about, or ataxy, of the animal 
spirits.” Translated into the language of the present day, this 
means that hypochondriasis is a disorder of the nervous system, to 
which the symptoms are indeed plainly seen to be referable. 1t 
remains for us to see whether we are able to localise the seat of 
the disease in any special department or centre of the nervous 
system. The primary symptoms of the neurosis may be looked 
upon as disturbed sensations in the viscera of the body, and 
everything leads us to believe that for these, as for other functions, 
there exists a special cortical centre. The so-called sensory-motor 
area in the brain, which is situated in the Rolandic convolutions, 
contains a regular series of definite and more or less strictly 
localised centres for motion and sensation of the thigh, leg, foot, 
and toes, of the head, eyes, face, tongue, and throat, and of the 
shoulder, elbow, wrist, and fingers. A normal condition of these 
centres imparts to us the proper feeling and also the sense of power 
which we have, when ir health, in all the voluntary muscles of 
the body; while an organic lesion or a functional disturbance in 
the sensory-motor area will lead to feelings of numbness, tingling, 
pins-and-needles, and other abnormal sensations in any of the 
parts which are under the control of these convolutions. A 
similar centre regulates the sensibility of the viscera. A normal 
condition of this centre would thus impart to us the feelings of 
happiness, comfort, and well-being which we experience when in 
good health, and more especially when we are engaged in some 
mental or physical action which we enjoy, such as making a 
successful speech to a sympathetic audience, playing a game of 
skill in which we may be proficient, rowing, swimming, riding on 
a spirited horse, singing when we feel in good voice, &c. On 
the other hand, a disturbed condition of this centre would 
naturally lead to the perception of a great variety of odd, 
unpleasant, and distressing sensations, the peripheral perception 
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and localisation of which would depend upon the precise portion 
of the visceral centre which might be suffering, thus leading to 
distress in the head, heart, lungs, the abdominal or pelvic viscera. 
Ataxy—to use Sydenham’s expression—of this centre in toto 
would bring about that general form of hypochondriasis of which 
I have spoken, and in which the entire visceral sensibility seems 
to be disturbed. Again, we may assume that the degree of the 
peculiar feelings which trouble the hypochondriac will be propor- 
tionate to the intensity of the disturbance affecting the centre 
in question. 

The centre whose functions I have endeavoured to describe 
undoubtedly exists, although its seat has not yet been ascertained. 
Some physiologists would seek it in the gyrus fornicatus, others 
in the occipital lobes. In connection with this point we should 
remember that there is still extant a large latent zone in the 
cortex, more especially of the right hemisphere, which is, at the 
present day as it were, a kind of “no man’s land,” and with the 
functions of which we are as yet unacquainted. Neither experi- 
mental physiology nor morbid anatomy has as yet given us any 
exact clues to the functions of this latent zone, in some portion of 
‘ which the centre for visceral sensations may eventually be dis- 
covered. Up to the present time no pathological lesions have 
been found in the nerve-cells of the cortex in cases of hyvochon- 
driasis, although the extreme obstinacy of the symptoms in many 
cases would lead us to think that finer examinations of certain 
areas of the cortex, by Golgi’s and Ramon de Cajal’s methods, 
might perhaps reveal certain morbid changes, such as reversion to 
the foetal type, or an extremely insidious form of sclerosis, which 
might account for the more obstinate and intractable forms of the 
disease. 


NOSOPHOBIA. 


Nosophobia presents an altogether different clinical aspect. In 
this condition there are no painful or perplexing sensations 
referred to any of the bodily organs, but the distress is purely 
mental, being the fear of some malady which the patient believes 
will overtake him. The definition which Mendel has given of 
hypochondriasis as “a functional disease of the brain, the essential 
symptoms of which are fear and apprehension regarding one’s 
own body,” applies, therefore, rather to nosophobia than to hypo- 
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chondriasis. A further striking difference between the two 
morbid conditions is that nosophobia is essentially transitory, while 
~ hypochondriasis is apt to be long-continuedand is, indeed, frequently 
permanent. During the last great epidemics of influenza, I have 
met with a number of exquisite cases of nosophobia, that is, the 
fear of catching the prevailing infection. This condition lasted 
only as long as the epidemic remained at its height. A patient 
who has been off and on under my care for various manifestations 
of encephalasthenia, came to me one morning in a state of great 
terror and alarm, saying that he had been unable to do anything 
or to sleep for fear of getting the influenza, and asked me to give 
him a prescription for a preventive medicine. I did so, and 
joined with it such suggestions as appeared to me appropriate. 
He was then quite himself again for a few days, when one of his 
domestics was taken ill with the prevailing malady. This gave a 
fresh start to the nosophobia, and he became so upset that he left 
his home and took rooms at an hotel—by the way, the worst thing 
he could have done under the circumstances. A few days after- 
wards he suddenly left London and went to a seaside place, which 
at that time enjoyed the reputation of being free from the epidemic. 
He did nothing else there all day long but read the accounts of the 
progress of the epidemic in the newspapers, and felt utterly 
wretched and unfit for anything all the time. When the 
epidemic subsided he returned to town and laughed about the 
unnecessary fuss which he had made. Since that time he has 
had similar short panics about catching whooping-cough and 
chicken-pox, which had broken out in his family, but has otherwise 
been quite well and able to enjoy life. 

Similar cases have occurred at all times during the prevalence 
of great epidemics, more especially when there was a cholera- 
scare. Nor is such a condition altogether insignificant or un- 
worthy of our attention, for persons have occasionally died of it. 


Sy PHILOPHOBIA. 


Apart from epidemics, nosophobia is chiefly seen in men who 
have acquired syphilis. In them the appearance of an acne- 
pustule on the sternum, or a sight laryngeal catarrh, or a feeling 
of soreness in the tongue, may lead to a short attack of 
nosophobia or, as it is sometimes called, syphilophobia. The 
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syphilophobist, however, is by no means always a hypochondriac, 
for he may be quite well and hearty when there are no such or 
similar exciting causes of fear as I have just mentioned. Indeed 
he speedily forgets his troubles when assured by his physician 
that the symptoms which have alarmed him are of no con- 
sequence, and have no connection with the diathesis of which he 
has previously suffered. 

The discussion in the newspaper press of cases of disease 
occurring in some prominent person is likewise apt to give 
rise to temporary attacks of nosophobia in neurotic persons. 
When the late Emperor of the French was operated upon for stone 
by Sir Henry Thompson, the case was very largely discussed in the 
daily papers, and numbers of persons were seized with the fear 
that they might have or were going to have stone in the bladder. 
Similar occurrences have come under my notice when the cases 
of the late Crown Prince of Germany and the Czar of Russia 
attracted so much public attention. Such things die a natural 
death as soon as public interest is diverted from them, but while 
they last they are often a source of great misery to those who are 
thus easily influenced. 

It is, therefore, seen that the attack of nosophobia is always 
owing to some definite exciting cause. When no such causes are 
active the patient is usually quite rational and not at all moody or 
depressed ; but where predisposition for it once exists, the least 
unusual sign which may show itself in any part of the body may 
suffice to set the nosophobic machinery in motion. A congested 
conjunctiva, a little bleb on the tongue, a slight rash, a cough, a 
pain in the side, a throbbing in the rectum, a turbid urime, or a 
feeling of numbness in the limbs, may make such a person 
quite wretched for the time being, because he fears that he will 
be seriously ill and may die. As soon, however, as the symptom 
which alarmed him has disappeared, or when the doctor has 
succeeded in calming his apprehension by promising the speedy 
removal of the trouble, the patient generally forgets all about it 
and feels quite well and happy again. 


THANA'TOPHOBIA. 


Closely connected with nosophobia is a morbid fear of death, 
by which some persons are troubled all their lives. For this 
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condition Michéa has coined the truly barbarous name of necro- 
phobomania, and considers that this fear of death constitutes the 
essence of hypochondriasis. This is a complete misconception, as 
there are numbers of persons who live in constant fear of death 
without being at all hypochondriacal. Many aged people, for 
instance, have habitually a fear of death, but without being 
subject to those distressing sensations which we have found to be 
characteristic of hypochondriasis, and without unduly brooding 
over the state of their health. For ‘‘necrophobomania” the term 
thanatophobia should be substituted, as more expressive and 
euphonious. Thanatophobia is not unfrequently met with in 
young persons, who are convinced that their death is at hand, 
and that nothing can save them. I have known a young man 
who for years never went to bed without thinking that it was 
going to be his last night, and who every night mentally took leave 
of his friends,and belongings. In some of these cases, vicious 
habits contracted in early life have seemed to produce the condi- 
tion, while in others no exciting cause could be discovered. 


INFLUENCE OF SUGGESTION. 


A further difference between hypochondriasis and nosophobia 
is that suggestion has generally little or no influence on the 
former, but has powerful effect in the latter condition. A 
nosophobist, who is afraid of having disease cf the liver, because 
he has felt pain in the region of it, is, after a careful examination 
of that organ, delighted with the doctor’s assurance that there is 
nothing serious the matter with him, and presently forgets all 
about it. An unfavourable prognosis, on the other hand, may 
drive such a man to despair. A patient of mine who had had 
protracted gonorrhea, thought that he might have stricture, and 
consulted surgical authorities about this point from time to time. 
His urethra was perfectly sound, and he had been repeatedly 
assured that he nad no stricture. On one such occasion, however, 
an eminent surgeon, who happened to be out of temper, told him 
roughly that, although he had no stricture, he had the nearest . 
thing to it. This gave the patient a terrible shock, and as he 
considered his case to be hopeless, he determined to commit 
suicide. Hor weeks subsequently he required strict supervision, 
but eventually calmed down after repeated assurances that the 
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opinion which had upset him so much, was not seriously 
intended. : 

An unfavourable prognosis has hardly ever such an influence on 
the hypochondriac. On the contrary, such a patient is often 
quite pleased with it, partly because it corresponds to his own 
feelings of profound illness, and partly because he can boast of 
it to his friends, who may have expressed doubts about the 
reality of his sufferings. Nevertheless, I consider it wrong to 
give a hopeless prognosis even in confirmed cases of hypochon- 
driasis, as 1s often done; not only because we should consider 
the patient’s feelings, which may be still further depressed by 
such an opinion, but also because, even in apparently desperate 
cases of that disorder, an improvement, and even a fair amount 


of recovery, may take place. A favourable prognosis, on the other 


hand, has little or no cheering influence on the hypochondriac, 
because he is so much distressed by the incessant painful sensa- 
tions to which he is subject, and habitually finds so little relief 
from the various modes of treatment which are used in his case, 
that he is quite convinced of the incurability of his illness, and 
considers a doctor who promises to cure him to be ignorant and 
presumptuous. Yet although our efforts to relieve the hypo- 
chondriac are so frequently unavailing, the doctor’s visits have 
often all the same a good influence, for the patient is generally a 
little happier afterwards, from having relieved his mind to a 
sympathetic listener. 

A final difference between the two conditions which we have 
considered is, that the nosophobist has absolute faith in his 
physician, and follows the treatment which is prescribed, in the 
most punctual and systematic manner; while the hypochondriac 
has generally a poor opinion of medicines, and frequently refuses 
to take those which have been ordered for him. He often says 
that most drugs are too strong for him, and more hkely to do him 
harm than good. He therefore generally shirks taking his dose ; 
and I have often thought that medicinal treatment might produce 
a better effect in such cases than it usually does, if it were more 
strictly followed. 


TREATMENT. 


There is, however, certainly no specific for hypochondriasis, and 
Brunner’s remark, “ Magnus mihierit Apollo qui hypochondriacum 
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ad sanitatem reduxerit,” is as true now as it was 200 years ago, 
Nervine tonics, such as arsenic, strychnine, phosphorus, and 
others, have generally only a temporary effect; while sedatives, 
such as bromides, hyoscyamus, and opiates, are habitually dis- 
appointing in their action. The constant galvanic current, which 
does so much good in encephalasthenia and some forms of hysteria, 
does not appear to benefit the hypochondriac in the same manner. 
Moral and hygienic treatment, indeed, often does more good than 
drugs. It is important to cheer the patient up with the hope of 
eventual recovery from his troubles, which, indeed, may happen 
after years of misery. Frequent change of air and scene, and 
distraction by society, are useful. It is essential to see that the 
secretions are kept in good order, and to enjoin great moderation 
in eating and drinking. In some patients a purely vegetarian or 
milk diet will do good; and in very obstinate cases a seton or 
issue in the arm may be used. A very influential agent in combat- 
ing the hypochondriacal condition is active exercise ; and amongst 
the various forms of exercise 1 would recommend bicycling and 
tricycling for the young, and riding on horseback for those some- 
what more advanced in life. The exhilarating effects of the latter 
form of exercise are well described by one of our ablest novelists, 
who says: ‘‘I know few counsellors more exhilarating than a 
spirited horse. I do not wonder that the Roman Emperor made 
a consul of his steed. On horseback I always best feel my 
powers, and survey my resources; on horseback I always 
originate my subtlest schemes, and plan their ablest execution. 
Give me but a light rein, and a free bound, and I am Cicero-Cato- 
Cesar; dismount me, and I become a mere clod of the earth 
which you condemn me to touch: fire, energy, ethereality have 
departed; I am the soil without the sun—the cask without the 
wine—the garments without the man!” Let us therefore by all 
means insist on this excellent practice being pursued by our 
hy pochondriacal patients. 
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TWO CASHS OF ULCER OF THE DUODENUM IN 
WHICH LAPAROTOMY WAS PERFORMED, WITH 
REMARKS ON ULCERS OF THE DUODENUM. 


By A. Marmapuke Sueinp, M.B. Camb., F.R.C.S. Eng. 


Writers on general medicine who refer to ulcer of the duodenum 
treat of the subject in general terms. The affection is classed 
with gastric ulcer, which in all respects it closely simulates, and 
little or no attempt is made to distinguish between the pathology 
or symptoms of these two kinds of cases. There is a general 
opinion that gastric ulcer is rare in men, and, therefore, when 
duodenal perforation occurs in the male sex the symptoms are 
peculiarly hable to be overlooked or entirely misunderstood, since 
they are identical with those of perforation of the stomach, which 
is so exceptional in the male sex. What is held by physicians of 
the present day regarding duodenal ulcer may be well summed up 
by quoting from the article on it in the ‘ American Text-book 
of Medicine,’ edited by Pepper.* ‘“ Duodenal ulcer is usually 
single, but is occasionally multiple. In some cases it occupies 
partly the duodenum and partly the pylorus. In other instances 
distinct ulcers may be found in the stomach and duodenum. The 
disease may attend septiceemia, probably as the result of embolism. 
Severe burns are also at times productive of it, and freezing is 
said to act in the same way; while erysipelas, pemphigus, and 
amyloid degeneration of the bloodvessels of the intestines have 
also been claimed to be associated with it. The symptoms are in 
a great majority of cases identical with those of gastric ulcer, and 
it is then impossible to distinguish between the two lesions. An 
ulcer of the duodenum is probably present if the pain does not 
develop until some hours after eating food; if the position of this 
pain, together with tenderness on pressure, is situated decidedly 
to the right of the middle line; and if there are profuse bloody 
stools without vomiting or hematemesis. In other cases blood 


_* “Text-book of Medicine,’ by American Teachers, edited by Dr. Pepper, 
vol, il. 
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may be vomited and passed by stool. Im still others the course 
of the disease may be entirely latent.” It will serve to make more 
clear the class of cases I especially wish to illustrate if I quote a 
typical instance, selected from several which are scattered about 
in medical literature. The case I will first draw attention to is 
related by the late Surgeon-Major Robinson of the Scots Guards.* 
A healthy and muscular guardsman aged 388 years, who was 
a ‘“‘bandsman’”’ and well able to perform his duties, played a 
game of racquets one afternoon and afterwards proceeded to a 
music-hall where he ordinarily performed. He was suddenly 
seized with violent abdominal pain. The abdomen became 
tympanitic, but there was no urgent vomiting. He was conveyed 
back to bed, collapse supervened, and he died in about 18 hours. 
At the necropsy the whole of the intestines were matted together 
and there was some greenish fluid in the abdomen. The bubbling 
of gas drew the attention of the pathologist to the duodenum, 
and an ulcer large enough to admit a crowquill was found akout 
the centre of that viscus on its anterior aspect. This was not in 
the least suspected during life, but it is stated that the man had 
been known to complain of epigastric pain and to press his hand 
there after langhing loudly. The above abstract well exemplifies 
what usually happens in these most distressing and mysterious 
maladies, and the theory of death by poison may readily be started 
when the surroundings and concomitant circumstances are of a 
suspicious nature. Murchison relates such a case where a man 
died almost instantly from collapse ; and a similar case is referred 
to by Perry and Shaw in their excellent article on Ulcers of the 
Duodenum in ‘ Guy’s Hospital Reports’ for 189-4. 

I was induced to bring the following two cases, which occurred 
in my own practice, before the Medical Society of London, because 
they so well illustrate the extreme difficulty that is met with in 
the diagnosis of duodenal ulcer, and because it is only by a 
relation of cases, and a collection and consideration of the expe- 
riences afforded by them, that we can hope to arrive at anything 
like proficiency in the management of aclass of maladies so protean 
in their clinical manifestations and so generally unsatisfactory in 
their treatment. Moreover, the subject has been already dealt with 
at this Society, and itis hoped that this communication may extend 
and amplify information already acquired. The first case which 


* ‘Transactions of the Pathological Society of London,’ vol. ix, p. 220. 
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forcibly drew my attention to the surgical difficulties and uncer- 
tainties which surround the subject of duodenal ulcer was as 
follows. (1 am indebted to Mr. Harold, the medical registrar of 
Charing Cross Hospital, for the abstract notes of it.) 


Case 1.—A. healthy-looking young man, aged 20 years, was admitted 
under the care of Dr. Green on November 30th, 1892. His previous 
history was of little importance. There was a vague account of some 
epigastric pains and flatulence, but while sitting at the theatre he was 
seized with severe pains in the abdomen ‘‘ which doubled him up,” and 
he was brought to the hospital on the above date. It was then noted 
that he was in a condition of collapse. The skin was pale and covered 
with clammy sweat, the temperature 96° F., and the pulse 100, 
small and compressible. Severe abdominal pain was complained of, and 
the abdomen was distended. There was marked tenderness in the 
epigastric region. There was no vomiting as yet, and flatus was passed 
per anum. He was treated with morphia and bismuth. Towards the 
evening his symptoms got worse. The abdominal pain and distension 
were greater, and he vomited several times greenish, and subsequently 
stercoraceous, fluid, but no blood was noticed in the vomited matter. On 
December Ist, after a hypodermic injection, the patient had slept fairly 
well, but he had vomited several times, and the abdomen was very much 
distended. I saw him on December 2nd, the third day of his attack. 
He then had the appearance, and showed the usual symptoms, of one 
suffering from a serious abdominal malady, and his condition was 
obviously very precarious. The abdomen was enormously distended, 
and the main seat of tenderness seemed to me to be below, near the 
cecal region. The diagnosis of perforative peritonitis was made, and the 
opinion expressed that the lesion was situated in the vermiform appendix. 
Not having seen the case from the commencement my mind was hardly 
enough impressed with the situation of the pain in the epigastric region 
in the early part of the case, and hence an error was made in the 
estimate of the position of the perforation. The abdomen was explored 
by the usual incision. To my disappointment the caecum and appendix 
were found to be normal. The intestines were congested, covered with 
lymph, enormously distended, and the abdominal cavity full of purulent 
fluid and some gas without feecal odour. The incision was made nearly 
up to the ensiform cartilage, but nothing was made out, for the intestinal 
distension made examination very difficult, and the desperate condition 
of the patient forbade delay. The abdominal cavity was therefore 
washed out and closed. The patient, as 1s usual in such cases, died 
about 24 hours later, pulseless and collapsed. One could hardly say 
that the operation did him harm—it certainly failed in doing him any 
material good. At the post-mortem examination a perforating ulcer was 
found on the anterior aspect of the first part of the duodenum. The 
opening was circular in form, about the size of a threepenny-piece, 
and had thickened, callous edges. This was obviously the cause of 
the general peritonitis. All the other organs and viscera were healthy. 


Case 2.—-This occurred in the person of a strong young man, aged 
23 years, who was under the care of Dr. Whipham, at St. George’s 
Hospital, on June 11th. He had been quite well until five days before 
admission, when he was seized with violent abdominal pains, vaguely 
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referred to the right side. He had vomited several times, but the bowels 
had opened twice. Three years ago he had a similar attack, and had got 
well. The significance of this latter statement will be seen further on. 
I saw him, with Dr. Whipham, soon after midnight. He looked fairly 
comfortable, but the pulse was very quick and the abdomen greatly 
distended. The hernial apertures were empty, and the rectum was 
devoid of feculent contents, but a sensation of fluid in the pelvis could 
be felt through it. No very marked tenderness could anywhere be 
elicited. When the patient was asked where his worst pain was situated 
he pointed to the right iliac region. Here also there was tenderness on 
pressure. Previously on the same night I had operated upon a case of a 
very similar nature and had found a perforation of the vermiform 
appendix, and I could not divest my mind of the belief that the present 
case was due toa similar cause, and thus again fell into error. I may, 
however, mention that the possibility of duodenal uicer was actually 
present to our minds, and we discussed it. The abdomen was opened in 
the right linea semilunaris, and immediately enormously-distended coils 
of bowel showed themselves, deeply congested and covered with lymph. 
There was purulent fluid in the pelvis and bubbling of gas, but this 
was quite devoid of feecal odour ; its reaction to litmus paper was not 
ascertained. The cecum and vermiform appendix were with some 
trouble examined, and were found to be normal. So great was the 
intestinal distension that I opened a prominent coil of jejunum by a 
small incision and drained away many basinfuls of feculent fluid. The 
incision was closed with a Lembert suture, and the collapsed bowel 
permitted free exploration of the intestine. Nothing could be found, 
and in reflecting upon the time that would be consumed by prolonging 
the incision with the view of finding an ulcer of the stomach or 
duodenum and repairing it, I reluctantly closed the abdomen and left 
in a glass drainage-tube, having well flushed out the abdominal cavity 
with warm water. This patient seemed at first much relieved, but on 
the evening of the day following the operation he had a recurrence of 
severe abdominal pain and soon died. At the post-mortem examination 
it was revealed that there was a small ulcer which would admit a quill | 
on the anterior wall of the duodenum, about half an inch from the: 
pylorus. The hole was rounded, with thick discoloured edges. At the 
same level with the ulcer which had perforated there was a depression 
about one-third of an inch in diameter, smooth, and the walls not under- 
mined. This was evidently an ulcer which had healed. It was situated 
on the posterior wall of the duodenum.* There was general peritonitis, 
and a large cavity containing about two pints of brownish fluid was 
situated above the stomach and below the liver and diaphragm. The 
abdominal wound had united, and it is especially important to observe 
that the small incision made to drain the intestine had soundly healed 
in less than 24 hours, demonstrating the safety of the procedure of 
draining distended intestine. 


Before proceeding to the discussion of the general question of 
duodenal ulcer, I will shortly quote abstracts of two cases strikingly 
similar to those first related, which demonstrate the fact that I do 
not stand alone in the diagnostic difficulties which surround per- 


* Post-mortem and Case Book, St. George’s Hospital, 1894. 
VOL. XVIII. 3 
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forating ulcer of this part of the intestine. Perry and Shaw in 
their recent article state that laparotomy was thrice performed at 
Guy’s Hospital for perforative ulcer of the duodenum, but the 
lesion was never found. Lockwood* relates the following cases of 
great interest in the ‘ Medical Society’s Transactions.’ The first was 
that of a young man, aged 28 years, who was suddenly seized with 
acute pain on the left side while drinking a cup of tea. This was 
thought to be an attack of colic, and treated accordingly. Vomit- 
ing and tympanites with complete obstruction supervened, but 
there was no hematemesis. On the third day an exploratory 
abdominal section was performed, and a quantity of foul-smelling 
gas escaped, while general purulent peritonitis was present. The 
whole intestine was examined, but no perforation wasfound. The 
distended gut was opened and drained, and the opening closed by 
a Lembert suture. The abdomen was flushed out. The patient 
died in seven hours. The chief focus of septic peritonitis was 
found below the liver, and upon the front part of the duodenum 
was a small oblong aperture, which gave exit to the duodenal 
contents. The second case was that of a man, aged 41 years, who, 
while at his work, was suddenly seized with violent pain in the 
abdomen, followed by complete constipation and sickness. The 
vomited matter was at first the contents of the stomach, but 
afterwards was stercoraceous. When first seen the abdomen 
was tympanitic, and no vermicular movements were detected. 
The countenance was anxious, and the man complained of severe 
abdominal pain. ‘The pulse was 120 and the temperature 
99° F. The abdomen was explored through the usual incision. 
Diffuse septic peritonitis was found, but although every region 
was searched, nothing could be found to account for its occurrence. 
The man died in 10 hours, and Dr. Galloway, who made the 
post-mortem examination, found the most intense focus of inflam- 
mation beneath the liver. The first part of the duodenum was 
perforated by an ulcer, which had sloping edges, situated about 
an inch from the pylorus. 

The abstracts of these two cases clearly show that the diagnostic 
difficulty felt by myself, and illustrated in the instances I have 
narrated, is shared by other surgeons; and now that it is recog- 
nised that the prompt treatment of perforating gastric ulcers by 
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abdominal section saves life, the present time seems peculiarly 
opportune for drawing the attention of the profession to per- 
forating ulcers of the duodenum, which so closely resemble them. 
It has seemed to me that the compilation of statistical tables as 
to the comparative frequency of duodenal ulcer, or of certain of 
its more marked clinical features, would be open to many sources 
of imaccuracy, and would serve little useful purpose. The 
undoubted fact that the scars of duodenal ulcers are sometimes 
accidentally met with post-mortem, shows that this condition may 
not infrequently be recovered from when perforation does not 
occur, and is a proof that many cases are accidentally overlooked. 
Perforating ulcer of the duodenum is no doubt a rare affection, 
and a proof of this statement is found in the observations of 
Norman Moore,* who findsthat only three cases are recorded in 
the St. Bartholomew’s Hospital post-mortem books between 1867 
and 1882, a period of 16 years. Two of these occurred in men, 
and showed the usual features of sudden and unsuspected onset. 
In one of them the ulcer was not even suspected during life. 
It seems clear from the elaborate researches of Dr. Perry and 
Dr. Shaw, as well as from the perusal of these cases, that the 
ulcer is almost invariably found on the anterior surface of the 
first part of the duodenum. Out of 57 cases of rapidly per- 
forating ulcer collected by them, the lesion was situated here in 
48. Iam greatly indebted to valuable assistance from Mr. Arthur 
Latham in looking up the question of the frequency of duodenal 
ulcers in the post-mortem books of St. George’s Hospital. He finds 
that in 8,192 post-mortem examinations in the 31 years from 
1863-1893, there were 116 cases of death from perforation of 
the intestine (from all causes save rupture); that is, 1‘4 per 
cent. of total deaths. These 116 include 12 cases of perforating 
duodenal ulcer—that is, 0°14 per cent. of total deaths and 10°34 
per cent. of all perforations. 


* ‘Transactions of the Pathological Society of London,’ vol. xxxiv, p. 98. 
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Oases of Perforating Duodenal Ulcer. 











— | Year. | Sex. | Age. 
i 1892 Male 34 
”) 1891 Female 27 
3 1890 Male . 21 
4, 1889 Male 37 
5 1887 Male 42 
6 Iss3" >, Male 49 
Yf 1882 Female 22 
8 1878 Male 59 
9 1875 Male 50 

10 1875 Male 52 

11 1871 Male 56 

12 1871 Male 56 








Out of these 12 cases 10 occurred in males and only two in 
females. The average age is 42 years. Ont of the 116 cases of 
intestinal perforation, of non-perforating ulcers of the duodenum, 
or congestions threatening to perforate, there were found 23 
instances which may be thus arranged: burn, with slight ulcera- 
tion or congestion and early erosion, 7 cases; associated with 
renal disease, 6 cases; phthisis and tuberculosis, 2 cases; malig- 
nant ulceration, 1 case; associated with scirrhus of pancreas and 
liver, 2 cases ; and associated with pleurisy, 1 case. The remain- 
ing four cases had no obvious causes. In nine of the 12 per- 
forating cases the ulcer was situated anteriorly; in three the 
situation was not mentioned. I propose (1) to briefly consider 
the views taken by pathologists as to the formation of these ulcers 
and to illustrate their pathological terminations; (2) to pass 
in review their various clinical symptoms, illustrating my remarks 
when possible by abstracts of cases; (3) to discuss the appropriate 
treatment; and (4) to draw conclusions which may seem warranted 
by the present state of our knowledge. 

It is well known that the formation of ulcers in the stomach 
and duodenum has long engaged the attention of eminent patho- 
logists. Rokitansky* regards tuberculous ulceration of the 
duodenum as very rare. He refers his readers for the pathology 
of perforating duodenal ulcer to his account of a like process 


* «Pathologische Anatomie,’ vol. ii, p. 103. 


IN WHICH LAPAROTOMY WAS PERFORMED. oT 
occurring in the stomach.* He states his belief that these ulcers 
commence as an acute, circumscribed, red softening, or with a 
circumscribed sloughing of the mucous menybrane. He speaks of 
the now well-known usual terminations by cicatrisation, perfora- 
tion, hemorrhage, permanent contraction, matting, and conden- 
sation of surrounding tissues. It will clear the way at the outset to 
exclude all causes of ulceration of the duodenum from without, as 
by gall-stones, the pressure of malignant growths, the slow erosion 
of an aneurysm, or a renal abscess or suppuration in connection 
with spinal caries.| Instances of all these conditions will be found 
scattered through pathological literature, but are hardly germane 
to the subject under consideration. Ziegler,t while looking upon 
the duodenal ulcer as essentially similar in its pathology to ulcer 
of the stomach, well points out that the latter ulcers, and therefore 
the duodenal ulcers also, may be caused by any kind of local 
injury of the mucous membrane which exposes it to the unchecked 
action of the gastric juice, not yet neutralised in the first part of 
the duodenum, where these ulcers usually commence. Probably 
the commonest causes of obstructed blood-supply, leading to 
necrosis of the mucous membrane, are venous engorgements, 
hemorrhages, arterial anemia from embolism, spasmodic con- | 
traction, or arterial sclerosis. What share such morbid conditions 
as cardiac and renal changes, alcoholism, syphilis, and Bright’s 
disease may have in bringing about these conditions would be too 
wide an inquiry for the scope of this paper. A word, however, 
must be said as to the undoubted occasional association of 
ulceration of the duodenum with albuminuria and renal degenera- 
tion, as so ably pointed out by Dr. Dickinson. In the post- 
mortem and case book of St. George’s Hospital for 1890 will be 
found four such cases where ulcers were found in the duodenum, 
and in one instance in the cecum also, in association with the 
large white kidney and interstitial nephritis. The symptoms 
during life were vague, and the sickness and diarrhcea might well 
be attributed to other causes. Perry and Shaw found no less 
than 12 cases of ulcer of duodenum out of 70 associated with 
Bright’s disease. There seems no distinct proof that albuminuria 


* «Pathologische Anatomie,’ vol. ii, p. 30. 

+ Davies-Colley : ‘Transactions of the Pathological Society of London,’ 
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is associated with the rapidly fatal perforating ulcer which we are 
principally considering, though of course it may be a predisposing 
cause. 

The association of ulcer of the duodenum with burns and scalds 
has long occupied the attention of pathologists. It is very 
remarkable that modern investigators have cast doubts upon this 
association, and there can be no question that this phenomenon is 
much rarer now than was formerly the case. Curling’s well- 
known paper in the ‘Transactions of the Royal Medical and 
Chirurgical Society ’ * relates 10 cases of this lesion associated with 
burn, while Hewitt still earlier + found three instances of ulcera- 
tion of the duodenum in 17 fatal cases of burn examined at St. 
George’s Hospital between the years 1844 and 1846. So Holmes, f 
writing in his ‘System of Surgery,’ relates 16 lesions of the 
duodenum in 125 cases of burn. The age of the patient and the 
period of death varied extremely. The appearance, says the latter 
writer, is that of a perfectly indolent ulcer. It is usually situated 
just below the pylorus; often there are two or three close together. 
mes. They look as though a portion of the mucous membrane 
had been cut out. This writer also refers to the frequent absence 
or vagueness of symptoms, and where severe manifestations, as 
meleena, hematemesis, and signs of perforation, occur he seems to 
think the prognosis highly unfavourable. Curiously enough, 
from an early period doubts commenced to be thrown upon the 
association of duodenal ulcer in association with burns. Thus 
Wilks,§ writing soon after Curling, made a careful examination 
of 12 fatal cases of burn and found no lesion in the duodenum. 
He contrasts his experiences with those of Curling, but gives no 
explanation of the discrepancy. McCarthy,|| relating a fatal case 
of duodenal ulcer from vomiting and hematemesis in a girl aged 
7 years, states that this complication is rare at the London 
Hospital, only one case besides the one he mentions having 
occurred for eight years. Lockwood has recently been investi- 
gating this subject, and I have his authority for stating that out of 
138 fatal cases of burn occurring in the last nine years at St. 


* Vol. xxv, p. 261, ef seq. 

ft ‘Transactions of the Royal Medical and Chirurgical Society,’ vol. i, p. 259. 
{ Holmes’ ‘System of Surgery,’ voi. i, p. 394. 

§ ‘Guy’s Hospital Reports,’ 1856. 
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Bartholomew’s Hospital, only one had ulcer of the duodenum, 
although the pathologist had obviously been on the alert to detect 
duodenal lesions. Perry and Shaw, in the ‘Guy’s Hospital Reports’ 
for 1894, found five cases of duodenal ulcer in 149 cases of burn. 
In reviewing all the cases of burn ulcer, they find it more frequent 
in females than in males; this they ingeniously attribute to the 
burnt surfaces being usually, from the arrangement of the clothes, 
more extensive. Quite recently also some of the more advanced 
of the younger school of pathologists have stated disbelief in the 
relationship between burns and duodenal ulcers. The conclusion 
is irresistible that some surgeons, especially in former times, had 
experience of a condition which now seldom exists. The explana- 
tion is probably in the direction of sepsis, and the improved 
methods of cleanliness at present in vogue regarding the treatment 
of burns. The profuse diarrhoea which accompanies extensive 
and dirty burns is very suggestive in this respect, and so are the 
patches of hemorrhagic congestion and inflammation so often 
found in these conditions through the small intestine. It is easy 
to understand that if one of these patches occurred in the first part 
of the duodenum, the unrestrained action of the powerful gastric 
juice, not yet neutralised by the bile, might readily cause rapid 
ulceration and perforation. It is striking that ulceration of the 
duodenum should also have been found in cases of frostbite.* 
Samuel Adams, an assistant surgeon in the United States 
Army, relates the case of a private aged 36 years, who was con- 
fined in the guardhouse awaiting his trial by court-martial, when 
both his feet became frostbitten, and when first seen gangrene had 
already set in. After being in the hospital for a week diarrhoea 
ensued, with rapid exhaustion. The line of demarcation formed, 
but the patient died exhausted in about three weeks. At the 
necropsy the duodenum was found covered with small irregular 
ulcers with rough serrated edges extending in different directions. 
It will be observed in connection with this case that the conditions 
found in bad burns of sloughing and septic tissues were present, 
and the explanation is probably the same—namely, an infarction 
of the vessels of the mucous membrane due to septic emboli, and 
the cousequent unrestrained action of the gastric juice. Post- 
mortem examinations upon cases of septic ulceration after frostbite 
have not been very frequent, or possibly duodenal ulcer may have 
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more commonly been found. That ulcers of the duodenum in such 
septic conditions as burns are due to septic embolism of some 
small vessels in the intestinal walls, seems a more rational explana- 
tion than the old theory of hyperexcitation and inflammation of 
Brunner’s glands. Looking upon such embolic processes as almost 
accidental, it is easy to understand how several cases may occur 
in the experience of one surgeon and none in the experience of 
others, and hence very erroneous estimates may be adduced as to 
the comparative frequency of duodenal ulcer after burns. There 
is one point which it seems to me is not sufficiently thought upon 
regarding the formation of duodenal ulcers, and that is the proba- 
bility of their origin in actual traumatism of the intestinal coat 
by some hard or irritating substance, such as a piece of bone which 
escapes stomach digestion. In this way, it seems to me, are best 
explained those mysterious cases where the first symptoms are 
those of perforation, and which occur in healthy young adults. 
Professor Axe, of the Veterinary College, states, however, in a 
letter to me upon the subject, that though he has made hundreds 
of post-mortem examinatious upon the carnivora generally, he has 
never observed a death from perforation of the duodenum. While 
rectal ulcers are not uncommon, all writers on ulceration of the 
stomach and duodenum agree on the comparative frequency of 
duodenal ulcers in young males. I can hazard no explanation of 
this very curious fact, unless it be the greater frequency of haste 
in eating and “bolting” indigestible food, but its clinical signi- 
ficance is of the first import. Trier, of Copenhagen, who wrote 
a very comprehensive paper on this subject,* collected 26 cases of 
perforating ulcer of the duodenum from the records of the 
Frederik’s Hospital. He also collected a number of cases from 
other sources numbering altogether 261. He found that the ulcer 
was situated in the duodenum in 10°7 per cent. of cases, and he 
concludes that the ulcer most generally occurs about the age of 
manhood, the average being about forty-two and a third years. 
A striking similarity has been observed in the Guy’s Hospital and 
the St. George’s Hospital estimate. Brinton,f in discussing the 
large number of 654 cases of ulcer of the stomach and duodenum, 
makes the proportion of stomach ulcer in females over males as 
two to one. ‘Trier finds that the ulcer of the duodenum is found 
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five times more frequently in males than in females.* Perry 
and Shaw conclude that, excluding burns, duodenal ulcer is three 
times aS common in males as in females. Moore’s cases} show a 
contrast to those of Brinton, for out of 13 cases of gastric ulcer 
reported by him, occurring in a period of 12 years, 10 occurred 
in males and three in females. There was only one case of ulcer 
of the duodenum, and this was, as usual, in a male, a young man 
from Lewes, about 20 years of age, who for several weeks had 
severe pains about two hours after taking food. After a meal of 
pickled salmon, very violent abdominal agony came on, and he 
died collapsed in 14 hours. The association of ulceration of the 
duodenum with malignant disease would appear to be very 
exceptional. Bristowe, in describing the pathological appearance 
found in a case of general cancer, found a perforating ulcer of the 
anterior surface of the duodenum, close to a cancerous mass the 
size of a pigeon’s egg. The ulcer seemed to have no direct von- 
nection with the growth, but the latter probably acted by lower- 
ing the nutrition of the part. In the list of affections of the 
duodenum collected by Latham there are three in relation with 
malignant disease.{ Typhoid ulcers in the duodenum and the 
ulcers associated with anthrax or pemphigus are among the rarities 
of pathology, and need not here be further discussed. 

I will now consider the pathological terminations of duodenal 
ulcers. The ulcer which I am especially considering, and which 
may well be termed “latent,” goes on to rapid perforation and 
death. Ulcers which are more chronic in their course may 
exhibit a large number of different terminations and conditions. 
In a considerable number of cases the ulcer erodes into the 
pancreas and some large vessel, the patient dying from heema- 
temesis. This is a peculiarly common termination of the duodenal 
ulcer after burns, and most of our museums contain specimens to 
illustrate it. Duodenal ulcers may cicatrise and the gut recover 
its normal functions. On the other hand, the calibre of the bowel 
may be seriously lessened and contracted. Thus Lange§ relates 
the case of a woman who, after suffering from great mental 
troubles in digestion disturbances, passed blood in the stools and 
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exhibited symptoms of gastric ulcer, for which she was treated. 
Hight years after she was operated upon for stricture of the 
pylorus, as she vomited constantly and had a dilated stomach. 
The pylorus was normal, but the duodenum was so narrowed 
about an inch from the pylorus as barely to admit a lead pencil. 
The stricture was divided and stretched and the patient made 
a good recovery. When a chronic ulcer of the duodenum 
threatens to perforate, such matting and condensation of the tissues 
may surround it, that the appearance and symptoms of cancer 
are closely simulated. JBillroth is said to have excised the 
pylorus for cancer when simple ulcer was really present. <A 
specimen of ulcer of the duodenum, where the symptoms closely 
resembled cancer, occurring in a man aged 36 years, 1s related and 
described by Gairdner.* Stricture of the bile-duct with persistent 
jaundice caused by the cicatrisation of chronic duodenal ulcer is suf- 
ficiently well known not to need further mention here. An excep- 
tional association of stricture of the duodenum after cicatrised 
ulcers is the formation of hernial-like pouches in the immediate 
vicinity. Specimens of this pouched condition of the bowel have 
been exhibited and related by Charlewood Turner.t He attributed 
the conditions found to spasmodic contractions of the bowel in 
the vicinity of the stricture. I have already referred to the fact 
that tuberculous ulcer of the duodenum is considered rare. A 
case is, however, related by Murchison,t where a simpie ulceration 
of the duodenum was followed by tuberculous mischief in the 
lungs. Two of the cases from the St. George’s Hospital post- 
mortem books are noted to be in association with tuberculosis 
ulceration into the portal vein with profuse hematemesis, and death 
is an exceptional termination, noted by the late Dr. Habershon.§ 
Perhaps the rarest termination of duodenal ulcer is a communica- 
tion with the colon. Murchison || speaks of this very exceptional 
condition, and a case of it is related by Saunderson§ in the person 
of a man aged 30 years, who was admitted into the Middlesex 
Hospital complaining of excessive pain in the epigastrium and 
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vomiting a brown pultaceous liquid. He had had four similar 
attacks with severe pain after meals. The ulcer in the first part 
of the duodenum was found to communicate with the colon. 

This brief consideration of the pathological terminations of 
duodenal ulcer will serve to illustrate how various must be the 
clinical symptoms they present, according to whether adjacent 
vessels, nerves, or viscera are implicated. A conjectural diagnosis 
is usually only warranted, and clinically it is probably impossible 
to distinguish them from pyloric ulcers unless such symptoms as 
obstructive jaundice or the pain coming on some two or three 
hours after food should point to the duodenum. Ulceration of 
the duodenum may be exceedingly chronic. Thus Arnold, in 
the ‘ Boston Medical and Surgical Journal,’* reports the case of 
a man who for six or eight years had suffered from such symptoms 
as epigastric pains, cramps, nausea, and vomiting. His meals 
were retained without pain, but about four hours later he used 
to have pain and vomit. If nothing was eaten he would occasion- 
ally vomit a quantity of whitish sour liquid. Hematemesis with 
blood in the stools preceded his death, and an ulcer was found in 
the first part of the duodenum, eroding the pancreatico-duodenal 
artery. The hsmorrhage in the stools and in the vomit may 
readily give rise to an erroneous diagnosis. Mr. Leopold Hudson, 
of the Middlesex Hospital, informs me that he performed a 
necropsy on a man aged 42 years in the year 1889. This patient 
had suffered during life from repeated intestinal hemorrhage, 
which was believed by some eminent physicians to be due to 
cirrhosis of the liver. At the post-mortem examination the liver 
was found to be normal, as was also the stomach; but on the 
anterior wall of the duodenum, just beyond the pylorus, a large 
solitary ulcer was found. The floor was formed of very little more 
than the peritoneal coat, the edges were clean cut, and the open 
mouth of a small artery was apparent. There was no appreciable 
thickening of the surrounding tissues, and there were no adhesions. | 
As regards the treatment of these more chronic cases of ulcer of 
the duodenum, when medical measures fail it becomes a question 
whether an exploratory abdominal section should not be performed. 
Thus a communication may be made between the dilated gall- 
bladder and the small intestine when the duct is obstructed by a 
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cicatrised ulcer. The following case, related by Codivilla,* shows 
that chronic duodenal ulcer, accompanied by distressing symptoms, 
is amenable to surgical treatment. A man aged 40 years had 
for 15 years suffered with pain in the epigastrium,—coming on 
five or six hours after dinner and attaining its maximum during 
the night. There was also daily vomiting, the vomited matter 
containing acid and bile and blood. Blood was also passed per 
anum. LHvery variety of medical treatment had been tried with- 
out avail. At the urgent request of the patient an operation was 
performed. No lesion was found in the stomach, but two fingers’ 
breadth below the pylorus the duodenum was transformed into a 
hard mass five centimetres long with numerous adhesions. A 
coil of the jejunum was picked up and sutured to the stomach. 
The patient recovered well and increased in weight. Five months 
afterwards he was able toresume work. He still] notices a dragging 
sensation at the situation of the scar, and only then has vomiting, 
but he has vomited no more blood. Codivilla claims priority for 
treating duodenal ulcer in this way, and points out that gastro- 
jejunostomy gives the portion of diseased bowel rest and lessens 
the dangers of perforation or hemorrhage. But few cases 
exhibiting chronic symptoms will probably be treated by the 
surgeon, though the excision of a chronic ulcer and suture of the 
bowel are obviously well within the range of modern operators. 
The symptoms and diagnosis of the acute perforating ulcer 
must next engage our attention. In a considerable number of 
cases the ulcer is absolutely latent, resembling gastric ulcer in 
this respect. A patient is suddenly seized with agonising 
abdominal pain, rapid tympanites ensues, and he dies in 18 or 
24 hours in profound collapse. There may or may not be 
vomiting. In other cases there is a tendency towards encysting 
of the extravasated material and the formation of a _ sub- 
diaphragmatic abscess. In the majority, the symptoms are 
primarily epigastric or in the right hypochondrium, and this, if 
it can be clearly elicited, is a diagnostic point of the first 1mport- 
ance. Ina certain proportion of cases the patient will tell us 
that he has had similar attacks before, or has had pain and 
vomiting some hours after meals, again drawing attention to the 
epigastric region. ‘There is one source of error here. When the 
intestine is perforated, the patient often refers his pain to the 
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patch of peritoneum first inflamed by the contact of the septic 
fluid. Thus it happens that in a perforation of the cecum the 
pain may be attributed to the centre of the abdomen, and in per- 
foration of the duodenum the extravasated contents, flowing 
towards the pelvis, may first inflame the peritoneum in that 
locality. A case is related by the late Dr. Barclay* in which it is 
expressly stated that intense pains occurred on pressure, and were 
referred to the lower part of the abdomen, and the same point is 
observed in one of the cases I have related. The violent colicky 
pains attendant upon perforation of these ulcers render the case 
very likely to be mistaken for lead colic, especially when they 
occur in the person of a painter. Thus a case is related by 
Wadham,+ where a painter aged 56 years was admitted into 
St. George’s Hospital suffering from violent abdominal pain. He 
was writhing about, but pressure gave him slight relief; and he 
had a well-marked blue lne on the gums. He was treated for 
lead colic, but vomited several times, and died 14 hours after 
admission. At the post-mortem examination a small clean-cut 
ulcer was found on the anterior surface of the first part of the 
duodenum. In these cases the progressive abdominal distensions 
and vomiting, and the usual signs of grave abdominal mischief 
should warn the practitioner, but the mistake is one that may 
readily be made. In like manner confusion may arise between 
perforation and intestinal obstruction. The distinctions between 
these conditions are discussed by numerous writers, and I would 
now content myself with only pointing out the primary importance 
of getting a sense of fluctuation per rectum, as indicating free 
fluid in the pelvic cavity. In perforative peritonitis occurring 
suddenly in either sex with a clear history of epigastric or right 
hypochondriac symptoms, as previous pain and vomiting, or 
primary occurrence of the pain about the epigastrium, with 
tenderness on pressure, the perforation is likely to be in the 
duodenum in males, or near the pyloric end of the stomach in 
females; and in such cases it seems to me best to make an 
incision over the affected area. The character of the fluid that 
escapes may give most important aid. In perforations of the 
cecum the pus is often foul, and the puffs of gas which escape 
distinctly feeculent. In ulcers of the duodenum this would probably 
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not be the case, and thongh one can hardly argue from two 
instances, the cases I have related show the absence of any 
feeculent smell or odour in the abdominal contents. This may 
prove to be a valuable diagnostic sign in the future, and I would 
here draw prominent attention to it. The reaction of the fluid in 
the peritoneal cavity should of course be acid in cases of perfora- 
tion of the first part of the duodenum, but the peritoneal exudation 
must be excessive and would soon neutralise any acidity, so that 
this test will not stand universal adoption. Nevertheless, acid 
fluid was found in one of the Guy’s Hospital cases related by 
Perry and Shaw. A word must here be said concerning the 
researches into the diagnosis of intestinal perforation by Senn, of 
Milwaukee.* This authority points out that if the stomach be 
distended with hydrogen gas and a perforation exists, the gas 
passes into the peritoneal cavity, distends it, and the liver dulness 
disappears, which he considers diagnostic. J would point out 
that disappearance of liver dulness is not unknown in excessive 
tympanites, and that therefore I can hardly assign the same weight 
to this test as expressed by the distinguished American surgeon. 
The escape of bubbles of gas on pressure when the abdomen 
is opened may lead one directly to the source of perforation. 
This symptom was of marked aid in the case related to this 
Society last year by Mr. Percy Dean,t in which that surgeon 
demonstrated the feasibility of resection of a duodenal ulcer 
and suture of the bowel, his patient recovering. Similarly, 
Mr. Pearce Gould related a case at last year’s meeting of the 
British Medical Association where a young woman aged 20 years, 
after a meal of fruit, was seized with severe pain in the right 
hypochondrium, with subsequent collapse and vomiting. Twenty- 
six hours after the onset of acute symptoms he operated, and as 
there was nothing to indicate the seat of the perforation, he 
opened the abdomen below the umbilicus. Gas and acid fluid 
escaped. So, having rapidly explored the generative organs and 
vermiform appendix, Mr. Gould cut down on to the stomach above 
the umbilicus, and immediately exposed a small perforation in the 
duodenum. This he excised, carefully sutured the wound so made, 
and having flushed out the peritoneal cavity, closed the laparotomy 
wounds, leaving a glass drain in the lower incision. At the close 
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of this operation the patient was in a state of profound collapse, 
being very nearly pulseless at the wrist. Thirty-two ounces of 
saline solution were injected into one of her veins, and he had the 
satisfaction of seeing this collapse pass off to a considerable 
extent. Nevertheless, nine hours later she died; and at the post- 
mortem examination he found that the duodenal suture was firm, 
that no water escaped from the bowel even under considerable 
pressure, but that there was general peritonitis. ‘‘It was no 
satisfaction to me,” Mr. Gould remarks, “‘ no benefit to my patient, 
that the suture was firm, while her peritoneum had been left foul. 
It was only a surgical illustration of the vulgar proverb which 
cautions us against closing the stable-door when the steed was 
stolen.’”’ I have made in the post-mortem room of St. George’s 
Hospital a series of observations on the best position for placing 
the incision in the abdominal parieties in supposed mischief about 
the duodenum. The incision in the median line does not give 
free access to the right hypochondriac region, and one can easily 
conceive that it might be difficult to detect and to suture a 
duodenal ulcer through it. In like manner, an incision in the 
right linea semilunaris appears to be too far external to give access 
to the pylorus and first part of the duodenura. A vertical incision 
four to five inches long, according to the thickness of the parietes, 
from the right eighth cartilage downwards, two inches to the 
right of the median line, is in the majority of instances over the 
duodenum. Such an incision enables one to explore the pylorus, 
duodenum, gall-bladder, and under surface of the liver, and 
through it an ulcer on the anterior surface of the duodenum could 
be easily reached. I would draw attention to the immense advan- 
tage of holding asunder the margins of the abdominal wound in 
this and similar proceedings by means of stout silk loops passed 
through the parieties. By this means exploration can be most 
thoroughly managed, and the manceuvre greatly facilitates the 
return of distended bowel. I would also venture to express my 
opinion that the secret of success in these cases 1s the complete 
after-cleansing of the peritoneal cavity. Mr. Gould strongly 
expresses himself regarding this point, but I cannot now enter 
into this subject beyond stating my belief that our present 
methods are by no means sufficiently complete and elaborate. 

In conclusion, I would draw attention to the following points, 
which seem clear from a perusal of the published cases of this 
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affection :—1. That in perforative peritonitis there is nothing to 
point to the duodenum as the site of lesion unless it is clearly 
made out that the onset of pain was in the epigastrium or right 
hypochondrium ; or that previous epigastric symptoms, as pain 
and vomiting, had occurred. Great care should be taken over 
the investigation of this part of the history, which is most vital 
and important. 2. That, considering the frequency of duodenal 
ulcer in males, the possibility of this affection should always enter 
the minds of surgeons who are called to a case of perforative 
peritonitis occurring in a man. 3. That the non-feculent and 
sometimes acid nature of the extravasated fluids and gas may 
serve as a most important diagnostic aid, and the incision may be 
made small, as an exploratory effort only, until this vital point is 
made clear. When once the surgeon has made up his mind that 
the exudation is non-feculent, and especially if it be acid, the 
region of the stomach and duodenum should be explored without 
loss of time. 4. In severe shock it is perhaps well to wait for a 
few hours. The peritoneum must be most energetically washed 
with warm water, and a drainage-tube placed in the pouch of 
Douglas would probably be of utility. The injection of salines 
into the veins may also be beneficial. 


ADDITIONAL CASES OF PERFORATING ULCER OF 
THE DUODENUM. 


By C. B. Locxwoop, F.R.C.S. Eng. 


For the successful treatment of perforating ulcer of the 
duodenum many additions to our knowledge are required. Hvery 
case of this strange malady ought to be recorded, especially those 
which receive surgical treatment. Hitherto all of these have ended 
fatally until Mr. Percy Dean* brought one to a successful issue. 
I now propose to describe briefly a case which, although fatal, has 
afforded me some encouragement, and another in which the 
symptoms were so anomalous and misleading that a diagnosis 
could not be made. I have elsewhere described two other cases 
in which I performed laparotomy for diffuse septic peritonitis due 
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to perforating ulcer of the duodenum.* The following are the 
brief notes of the case in which the symptoms were misleading :—- 


Case 1.—The patient was a man 28 years of age, an omnibus con- 
ductor. He had always had good health until May last, when he began 
to feel unwell, but with no definite complaint. On July 4th he was 
seized with sudden pain in the abdomen whilst ascending his omnibus, 
and felt sick. An emetic was administered by a druggist, which made 
him vomit. His bowels failed to act, although enemata were ordered by 
a medical man, until July 8th, when an enema brought away some lumps 
of feces and a little flatus. On July 10th he was admitted into 
St. Bartholomew’s Hospital. When I saw him he looked a strong and 
vigoroas man; but his expression was anxious, and he tossed about 
restlessly. He obviously had acute intestinal obstruction. He vomited 
occasionally, passed neither flatus nor feeces, and his abdomen was dis- 
tended. The swollen coils of intestine could be seen bulging the 
abdominal wall, and they were motionless. The right iliac region was 
very tympanitic, and the cecum was evidently distended with gas. 
Above the pubes there was a dull and fluctuating swelling, which felt 
like a distended bladder, but was situated rather towards the left side. 
This swelling was also felt in the rectum, and fluctuated freely in all 
directions. Whena catheter was passed the bladder was empty. The 
abdomen was tender all over, but not more so in one place than in 
another. The temperature was 99°8° F., the pulse 104, and the respira- 
tion 28 per minute, chiefly thoracic, but with slight abdominal movement. 
The diagnosis of septic peritonitis, with an accumulation of pus in the 
pelvis, seemed to me to be certain. Although the patient’s mind was 
clear, I could learn nothing as to the cause of his illness. Having twice 
performed laparotomy and afterwards found perforating ulcers of the 
duodenum, I had that affection clearly in my mind. But the patient 
said that he had never vomited either food or blood, nor had he ever 
voided blood. Although he had occasionally had indigestion, the attacks 
had been slight. He had never had a definite pain in any part of the 
abdomen. He was quite unable to localise the pain which seized him 
suddenly at the beginning of his illness. There was absolutely nothing 
to point to anything in the upper part of the abdomen ; therefore I opened 
the abdomen below the umbilicus. Quite a couple of pints of purulent 
and offensive fluid were let out of the pelvis. The cecum, vermiform 
appendix, and small intestines had no holes in them. It seemed quite 
unreasonable to carry the wound upwards, because the higher I searched. 
the less peritonitis was found. The abdomen was irrigated and drained, 
and the wound closed. He was for a time much relieved by this 
operation, and his temperature became normal, but afterwards the septic 
peritonitis made fresh headway, and he died 54 hours after the operation, 
the temperature having gradually ascended to 102°2°. 

Necropsy.—At the post-mortem examination the abdomen might have 
been divided into three zones. In the lower was the area of septic 
peritonitis which I had attacked ; in the middle was a wide zone almost 
tree from peritonitis ; and, lastly, there was beneath the liver an upper 
zone in which there was much septic peritonitis. This had evidently 
spread from a large abscess between the duodenum and the neck of 
the gall bladder. This abscess communicated by a long suppurating 
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track with the interior of the duodenum. The opening into the duodenum 
was by an ulcer half an inch in diameter situate three-quarters of an inch 
from the pylorus and in the upper part of the duodenum. There was a 
second and smaller ulcer at the pyloric ring. It had eaten as far as the 
muscular coat, avd was accompanied by some cicatricial contraction. 
Neither Mr. Berry nor myself could see how the upper zone of the septic 
peritonitis had communicated with the lower. Beyond what has been 
described, the body was quite healthy. In giving these brief details I 
have been greatly helped by Mr. Maxwell’s admirable notes. 

Remarks.—The course of events in this case seems to be fairly clear. 
Doubtless during May and June, when the patient felt unwell, the ulcers 
formed. Whilst ascending his omnibus the large one perforated, and 
a localised peritonitis occurred beneath the liver, in a locality rather 
favourable to localisation. Next, in some unknown way, pus or intestinal 
contents gravitated into the pelvis (without leaving a trace in the middle 
zone of the abdomen) and caused the extensive peritonitis and abscess 
which led me to think that, whatever the cause of the disease might 
be, it was situated low down and not high up. The total absence of 
clinical signs of disease above heightened this delusion. Although the 
ulcer was hard to define, owing to the abscess and peritonitis, yet I have 
come to the conclusion that it could have been found and closed. 


The following case is one in which I succeeded in such an 
attempt. The situation of the ulcer and perforation were 
approximately diagnosed; laparotomy was performed, and the 
ulcer was easily found and closed. The operation ended fatally in 
57 hours, from causes which might, perhaps, with better know- 
ledge, have been averted :— 


CaAsE 2.—The patient was under the care of Dr. West, for whom I 
operated. He was athin, worn, anzemic man, 61 years of age. He had 
grey hair, sharp features, and was evidently not a good subject for a 
severe operation. He had been treated by Dr. Roberts and Mr. Segundo 
as a casualty patient for a chronic gastric ulcer, with the usual pain and 
vomiting after food, but without hematemesis or meleena. On September 
12th, 1894, at 9.45 a.m., whilst at work, he was seized with a sudden pain 
in the abdomen, which he located beneath the right costal cartilages. He 
became faint and ill, and was unable to relieve his bowels. When I saw 
him at 2 p.m. he was profoundly collapsed, with a rapid, feeble pulse, 
cold extremities, and a clammy sweat. The temperature had been 95° 
F., but rose to 98° before the operation. The patient complained of an 
agonising pain in the upper abdomen, and said it was worst in the right 
hypochondrium. With these symptoms and history I had no hesitation 
in opening the abdomen. To prepare him for the operation, brandy and 
strychnine were given, the latter subcutaneously and the former by the 
rectum. He was also ‘placed upon a hot water-bed, and all the appliances 
were kept thoroughly hot. An incision 6 inches ‘long was made above 
the umbilicus and a little to the left of the middle line to avoid the 
falciform ligament. Some flatus and opaque fluid at once escaped, and, 
partly guided by the stream of fluid and partly by the touch, a small 
perforating ulcer was found upon the front of the duodenum, about 
three-quarters of an inch from the pylorus. Mr. Wilson, the house 
surgeon 40 whom I am much indebted for most efficient help, pulled the 


ULCER OF THE DUODENUM. aah 


pylorus slightly to the right, and then there was no difficulty in closing 
the ulcer with four Lembert’s sutures. At this stage I was greatly helped 
by a device taught me by Mr. Marmaduke Sheild. The edge of the 
wound was retracted to the right by a strong silk ligature passed through 
all its layers. The operation lasted 35 minutes. It was completed by 
washing out the abdomen, especially the right flank and the pelvis, with 
water at a temperature of 112°, and a glass drainage-tube was put in and 
the wound closed. At the beginning of the operation Mr. Buttar gave a 
little chloroform and afterwards went on with ether. At its close an 
enema of brandy and a little opium was given, and the patient was con- 
veyed to bed surrounded with hot-water bottles. He soon revived and 
was free from the agonising pain. He was fed every three hours with 
nutrient enemata. On September 13th he slept for four hours and took 
champagne by the mouth. His bowels acted after one of the enemata. 
On the 14th he seemed to be better and we entertained hopes of his 
recovery, but towards evening his pulse failed, he became unconscious, and 
died at 12.45 a.m. on September 15th, after having vomited 15 ozs. of 
bright. coloured blood. 

Necropsy.—At the post-mortem examination Mr. Berry found the 
sutured ulcer firmly closed and able to bear a strong pressure of water. 
It was eleven-sixteenths of an inch long by seven-sixteenths of an inch 
broad. There was a second ulcer of the same kind and of the same size 
upon the back of the duodenum. It had eaten as far as the peritoneal 
coat and made the bowel translucent. Both ulcers were just beyond the 
pylorus. The neighbouring mucous membrane was congested. It was 
clear that the patient had died from septic peritonitis, set up by the con- 
tents which had escaped from the duodenum before the operation. There 
was a good deal of purulent fluid and lymph behind the right lobe of the 
liver and in the pelvis. The lesser sac of the peritoneum and all the other 
organs were healthy. The source of the hemorrhage was not discovered. 
I am indebted to Mr. Segundo’s clear notes for most of these particulars. 

Remarks. —The above leaves a doubt in the mind as to whether the 
abdomen was efficiently washed out. The whole abdomen was so slack 
and so easy to reach that when washing it out I thought the pelvis and 
left flank had been reached. The question of draining the pelvis was 
fully entertained, but dismissed because the washing out seemed efficient. 
However, in another case 1 should drain the pelvis. It could hardly 
make the prognosis worse, and would not only help the washing out but 
would also prevent an accumulation. The corners about the liver also 
seem to demand more attention. Nevertheless, it must be owned that a 
man 61 years of age, whose condition is well-nigh desperate, cannot offer 
much resistance to, peritonitis when once it has begun. 


In March, 1892, I made a post-mortem examination upon the 
body of a man who had been under the care of Mr. Langton, who, 
with his usual kindness, has allowed me to refer to it. The 
patient was 56 years of age, and had been brought into St. Bar- 
tholomew’s Hospital with a distended abdomen and the usual 
signs of acute intestinal obstruction. There was nothing which 
pointed to a lesion in the upper part of the abdomen. The 
previous history was obscure. At the operation an inguinal 


hernia on the right side was explored, but nothing was found. 
4.— 2 
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The incision was, therefore, carried upwards and outwards for 
7 inches, and the cecum and neighbouring peritoneal cavity were 
explored. A quantity of purulent and feculent fluid and other 
signs of septic peritonitis were found, but the man was too ill to 
allow the source of these to be discovered. _He died a few hours 
after the operation. At the post-mortem examination I found 
general septic peritonitis with much feculent fluid in the loins and 
pelvis. The lesser sac was much inflamed, and lymph and 
purulent fluid were present. Upon the front of the duodenum, 
half an inch from the pylorus, was an ulcer three-quarters of an 
inch long and half an inch wide, with.its long axis parallel to 
the pyloric ring. This was perforated and was the cause of the 
peritonitis. Its edges were clean cut, and the tissues in its 
vicinity were apparently normal. It could easily have been 
sutured. There was much lymph around the ulcer, upon the 
under surface of the liver, and upon the front of the duodenum. 
The other organs were healthy. Iam indebted to Mr. Fraser for 
help in obtaining the notes of this case. Amongst other things 
this case suggests that it may be necessary to wash out and drain 
the lesser sac. This could best be done by tearing through the 
great omentum below the stomach. An exploration through 
Winslow’s foramen might determine the necessity for this step, 
which, after all, is not a very serious one. 

In concluding the notes of these cases it is interesting to 
remark that in one the ulcer was easily and securely closed, and 
the patient’s life prolonged rather than shortened, and that the 
other ulcers could likewise have been closed had they been 
diagnosed. So far as can be judged, in anomalous cases the 
diagnosis can as yet only be correctly made through an incision. 
A small exploratory incision through the linea alba above the 
umbilicus is such a trifling addition to the risks of such cases, that 
it seems to be reasonable in future to try it. The kind of case 
would be one in which laparotomy had shown that diffuse septic 
peritonitis existed in the lower abdomen, with no recognisable or 
probable cause there. 

Dr. Hecror Mackenzie mentioned two cases which illustrated several 
points referred to by the authors. His first case was one sent into hospital 
for symptoms like those of intestinal obstruction. They, however, came 
to the conclusion that it was a case of peritonitis, and he thought that. 


most likely it was a case of perforation of. the appendix. Mr. Croft 
performed laparotomy and. found general diffuse peritonitis, but, as in 
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Mr. Sheild’s case, no affection of the appendix was discovered. The 
operation lasted some time and the patient became collapsed, so that 
further examination was not made and the abdomen was closed. That 
case turned out to be an ulcer of theduodenum. After the event he made 
careful enquiry to see whether there were any symptoms at all which 
could have suggested to them the diagnosis of duodenal ulcer, but no 
evidence could be elicited. The second case was one of general periton- 
itis, and the patient lived for exactly nine days after the onset of the 
symptoms, so that there was aoundant opportunity of enquiring into the 
history. The question of operation was discussed several times. In 
that case also there was nothing to suggest the presence of an ulcer of 
the stomach or the duodenum. At the autopsy an ulcer was found in the 
first part of the duodenum on the anterior surface. There was nothing in 
the character of the pain to indicate that there was an ulcer in the 
duodenum. After this he looked up all the cases they had had at 
St. Thomas’s Hospital for some years, and he came to the conclusion that 
they could not have been diagnosed, The only point upon which he laid 
stress was that in these cases the onset was very severe. In ulcer of the 
stomach there would be symptoms pointing to such condition, but in 
duodenal ulcer there would probably be no previous symptoms. ‘The very 
latency of the symptoms therefore made it likely that 1t was perforation 
of the duodenum or of the vermiform appendix, and if in a man, the 
chances of its being one or the other were about equal. 

Dr. C. H. F. Rourn expressed his surprise that no mention had been 
made of the valuable aid to diagnosis afforded by the passage of a current 
of positive electricity. Sucha “current often indicates the exact site of 
the lesion, the pain, if due to inflammation, being intensified. In this 
way it was possible to distinguish between pain due to an inflammation 
and that which was neuralgic, the latter being relieved by electricity. 
He had had recourse to this method over and over again in regard to the 
stomach and the ovary, and always with success. This’method had been 
brought forward in a very strong manner by Dr. Apostoli, of Paris, in 
reference to painful affections of the ovary and stomach. 

Dr. Amanpd Rovuru, referring to the important symptom of feculent 
matter in the peritoneal cavity, which was stated to be present only when 
the lower bowel was involved, observed that the contradiction afforded by 
one of Mr. Lockwood’s cases might be explained by the fact that the case 
was one of acute intestinal obstruction with vomiting. Under these 
circumstances it was probable that reversed peristalsis had caused the 
passage of feecal matter into the higher regions of the intestine, and thus 
led to feecal exudation from the opening in the duodenum. ‘The case 
was, therefore, an exception which tended to prove rather than to weaken 
the rule. 

Mr. Howarp Barrett referred to a case which occurred in his practice 
during the early part of last summer, in the person of a gentleman 
aged 43, who had suffered from dyspepsia at intervals. He was in the 
habit of bolting his food, and was a person of poor circulation and low 
vitality. He had on various occasions consulted eminent specialists for 
his dyspepsia, and amongst others the late Sir Andrew Clark. He 
aliuded in passing to the fact. that in two of the cases brought forward 
by Mr. Sheild, the rupture of the ulcer had occurred, the one in a 
theatre and the other in a music hall. Whether the dramatic art had 
any casual relationship to the accident, he would not undertake to say, 
but it so happened that his patient, also while at a theatre and apparently in 
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quite his ordinary health, suddenly experienced the sensation of ‘some- 
‘hing giving way inside,” followed by very severe pain, faintness, and 
vomiting. Within a short time the temperature rose to a considerable 
degree, the pain continuing almost unabated. The symptoms developed 
in the manner one might expect during the formation of a subdiaphragmatic 
abscess. During this time the patient was seen by two competent medical 
men, also by Dr. Stephen Mackenzie, and once again by Sir Andrew 
Clark, but no diagnosis of ruptured gastric or duodenal ulcer was made 
by any of them. In the course of a few days from the accident he was 
able, however, to diagnose the existence of a large sub-phrenic abscess, 
and almost immediately abdominal section was performed by Mr. Godlee, 
and an immense quantity of pus was evacuated with an extremely foetid 
odour. The case made a good recovery. Both Mr. Godlee and himself 
were of opinion that a minute ulcer of the duodenum was probably the 
cause of the mischief, though he admitted that in this case there was no 
post-mortem examination to verify the diagnosis. The patient had 
suffered from frequent bouts of pain in the right hypochondrium, and 
there was a clear history of dyspepsia followed apparently by rupture of 
some internal viscus, 

Mr. SHEILD, in reply, said that in both of his cases the contents of the 
peritoneal cavity had no feecal odour. He could not help thinking that in 
the majority of cases of duodenal ulcer, if the operation were done early, 
non-feeculent lymph would be found. He admitted, however, that if 
violent vomiting had taken place, a certain amount of feeculent matter 
might, as the result of reversed peristalsis, find its way into the duodenum 
and the peritoneal cavity. In operations for perforation of the vermiform 
appendix, the gas that escaped had a marked feecal odour, often peritoneal 
effusion. The reaction, if fresh, was acid, but it might become alkaline 
by admixture with the peritoneal lymph. If an incision was made 
below and the characteristics of superior perforation found, an incision 
ought to be made in the hypogastrium without prolonging the incision 
upwards and without further delay. He agreed with Dr. Mackenzie 
that in a certain proportion of cases no diagnosis could be made. He 
expressed the hope that their medical colleagues would in future hand 
over these cases at once without, waiting to try the effect of medication, 
or until the peritoneum had had time to get into a hopeless condition of 
sepsis. In nearly all the cases he had seen, there was at first marked 
collapse, sometimes so intense that the patients died right out and the 
symptoms were mistaken for the effects of poison. He had no doubt 
that this intense collapse was significant of an ulcer high up. He did not 
think it was met with in perforation of the vermiform appendix, because 
there was not so much infective fluid poured out all at once. Mr Barrett 
assumed that the symptoms in his case were caused primarily by an ulcer 
in the duodenum or the stomach. He himself had seen three cases of 
subdiaphragmatic abscess operated upon, but though the fluid was exceed- 
ingly offensive, it was not distinctly feeculent. It was very rare for patien<s 
to recover from subdiaphragmatic abscess when there was a direct com- 
munication with the stomach or duodenum. In Mr. Barrett’s case a 
very small ulcer might have perforated from the stomach and have closed, 
or the case might be explained by the bursting of an abscess in the 
neighbourhood of the gall bladder or in many other possible ways. All 
the cases he had seen died, though under careful and skilled treatment, 
and their only chance lay in early abdominal section, followed by elaborate 
cleansing of the abdominal cavity. 


A, CASE OF SUBCORTICAL CEREBRAL TUMOUR, 55. 


Mr. Lockwoop, in reply, pointed out that in the case operated on by 
Mr. Langton there was a hernia which was not strangulated, but the 
patient had vomiting due to paralytic intestinal obstruction. Dr. A. 
Routh’s explanation had not occurred to him. 


November 26th, 1894. 


A CASE OF SUBCORTICAL CEREBRAL TUMOUR 
TREATED BY OPHRATION. 


By Cuas. E. Bezvor, M.D., F.R.C.P., and Cuarues A. BALLANCE, 
M.S., F.R.C.S. 


SUMMARY OF SYMPTOMS. 


THE salient points of the case which we record below were as 
follows :— 

1. The gradual onset of the paralysis, involving successively the 
right ankle, the knee and hip, and then extending, after the lapse 
of seven months, to the joints of the right hand, and then to the 
whole of the upper extremity. Tinally speech became affected. 

2. The classical symptoms of intracranial pressure were present 
—headache, vomiting, and optic neuritis. 

5. The mental condition gradually deteriorated. 

4, There was some loss of sensation affecting the right limbs 
chiefly (see figures on p. 59), while the face entirely escaped. 

5. There was no family history of tubercle, and no personal 
history of tubercle or syphilis, 

6. Under antisyphilitic remedies, taken for over six weeks, the 
patient’s condition not only did not improve, but grew worse. 


GENERAL DIAGNOSIS. 


Hemiplegia may be due to vascular changes such as hemorrhage, 
embolism, and thrombosis when the onset is sudden, or takes only 
a few days to develop; but in the case of hemiplegia, which pro- 
gressively increases during several months, there is strong 
presumptive evidence that it is due to a tumour, and when this is 
associated with optic neuritis, headacke, and vomiting, the com- 
bination of symptoms makes the diagnosis almost certain. 
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LOCALISING OR SPECIAL DIAGNOSIS. 


Having determined on the presence of a tumour in the left 
cerebral hemisphere, the next question to settle was its exact 
position. Such hemiplegia might be caused by a tumour of the 
cortex, the centrum ovale, or the internal capsule, and we will 
now give the symptoms of lesions in these different parts :— 

(a) The type signs of involvement of the cortex are: 1. Jack- 
sonian epilepsy: the aura or the initial movement being represented 
in the part of the cortex first involved in the tumour; this is 
followed later by a permanent paralysis of the same part which 
progresses in a definite order. 2. Corresponding to the paralysis 
of the limb segments there is change of sensibility. Light touches 
may not be felt, but if they are, they are not properly localised. 
Loss of muscular sense so that the patient is not cognisant of the 
position or the passive movement of his limb.* 3. Occasional 
tenderness of cranium over site of tumour. 

(b) The type signs of involvement of the internal capsule are: 
1. Absence of Jacksonian fits. 2. The paralysis is progressive, 
but extends more rapidly than a cortical paralysis owing to the 
closer gathering of the fibres. 3. Sensation tends to affect the 
whole of the opposite half of the body, including the head, to be 
more complete than in cortical lesions, and to involve all forms of 
sensation. 

(c) The type signs of involvement of the centrum ovale can 
only be determined by a process of exclusion, and they probably 
are modified according as the growth extends towards the cortex 
or towards the internal capsule. 1. Absence of fits. 2. Absence 
of tenderness of cranium. 3. Progressive paralysis and progressive 
loss of sensation either of cortical or capsular type. | 

In comparing the present case with the symptoms of the above 
types, the internal capsule appeared not to be involved in the 
tumour on account of the fact, that the anzsthexia corresponded 
to the paralysed parts, and was not complete; further, localisation 
was imperfect, and muscular sense was lost, the face escaping 
completely. The gradual march of the paralysis, too, pointed 
away from the internal capsule. 

The diagnosis, therefore, rested between a cortical and a sub- 
cortical lesion. 

It is first to be noted that she had never had a fit, and although 


* Horsley, ‘ British Medical Journal,’ Oct. 9th, 1886, p. 670. 
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it is known that a cortical tumour may be present for many 
months without giving rise to a fit, still the general rule holds 
good that the absence of fits is against the diagnosis of cortical 
lesion. Secondly, there was never at any time any tenderness of 
the cranium, which, if present, makes for the diagnosis of a 
superficial cortical lesion involving the dura. Thirdly, the sen- 
sation was of cortical type, and did not assist in the differentiation 
of a cortical from a subcortical growth, but it pointed to the lesion 
being nearer to the cortex than to the internal capsule. Fourthly, 
the sequence in which the different parts of the brain were 
involved, as shown by the march of the paralysis, was also in- 
structive. According to the experimental observations of Mr. 
Horsley and one of us (Beevor) on the monkey, the different 
segments of the body are represented on the motor cortex and in 
the internal capsule respectively according to the following 
tables :— 


Internal capsule, from behind for- Motor cortex, from above down- 
wards (Macaque monkey) : wards (cortex of Orang) : 
Ankle. Ankle. 
Hip. Kee: 
Hand. Hip. 
Elbow. houlder. 
Shoulder. Elbow. 
Mouth and tongue. Hand. 


Mouth and tongue. 


It will be seen that, according to the above tables, the order in 
which the paralysis in this case came on, namely, ankle, hip, hand, 
elbow, shoulder, speech, corresponded rather to the arrangement of 
the internal capsule than to that of the cortex. This, however, 
did not materially alter the view that the tumour was probably 
near the cortex, since it is not known how high the arrangement 
of the fibres in the internal capsule is maintained in the centrum 
ovale. We, therefore, came to the conclusion that the tumour 
was subcortical, and did not involve the internal capsule. The 
importance of this from the point of view of relieving the 
patient was very great, since whereas a tumour of the cortex or 
centrum ovale may be removed, at present, one involving the 
internal capsule appears beyond the reach of operation. It does 
matter, too, whether the tumour be cortical or subcortical. since 
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presumably a cortical tumour may be more completely removed 
than one more deeply placed. 


Mrs. §., aged 39, a patient of Dr. Morgan, of Seaford, was admitted to 
the National Hospital for the Paralysed and Epileptic on May 21st, 1894, 
for symptoms which had been recognised by Dr. Morgan and one of us 
(Ballance) as probably due to the presence of a subcortical cerebral 
tumour. 

History of Present Itiness.—Twelve months before admission the right 
ankle gradually became weak, and the foot was dragged in walking ; this 
continued for some time; the paralysis then gradually extended up the 
limb, and it was not till seven months later that the right hand became 
affected. Soon after the whole of the right upper extremity was 
paralysed. Four or five weeks before admission the speech became for 
three or four days stuttering and thick, and three weeks ago it was 
noticed that tactile sensations were not properly localised on the affected 
side, and that light touches were not felt at all. At the time that speech 
became affected she first had an attack of vomiting, and at the same time 
very severe headache referred to the frontal region. The vomiting and 
pain intermitted ; the last attack having occurred about a week before 
admission. No history of a definite fit could be obtained, or of giddiness. 
Double optic neuritis was observed three weeks ago. During the last 
week she had had attacks of sudden pain in the left side of the head of a 
hammering character. 

Previous History.—The patient has always had good health, and has 
had (previous to this one) no illness of importance. Married eight years ; 
has had three children ; one miscarriage two years ago after the birth of 
the last child. Husband is a coachman, a strong healthy man with no 
history of specific disease. 

Family History.—There is no history in the family of tumours or 
nervous diseases. 

Condition on Admisston.—Fairly well nourished ; - face somewhat 
expressionless ; mental state dull; no delusions; memory bad. Tempera- 
ture rather subnormal, equal-on either side; pulse 100. Motor System : 
Movements of eyes good; movements of right side of face less brisk and 
rather weaker than on left side. The-upper face muscles act equally, 
as do the muscles of mastication, and the tongue is protruded straight. 
Movements of right fingers and elbow are very feeble, extension of the 
latter being absent. No movement of shoulder, and this part cannot be 
shrugged. The grasp of the right hand is absent. Abdominal muscles 
that is, the recti—act equally. Right leg: No movement of toes or 
ankle ; flexion and extension of knee very weak ; movements at hip with 
difficulty obtained. Patient can walk fairly well with assistance, swing- 
ing the right leg forwards. The wrist tap on right side is increased, as 
is also the right knee-jerk. Jaw-jerk brisk. Plantar reflexes equal and 
brisk ; ankle clonus is present on the right side. There is no rigidity of 
the right limbs. 

Sensation.—Frequent attacks of headache, but no tenderness of scalp. 
No anesthesia of face. Light tactile sensations not so well felt on the 
right arm and leg as on the sound side. Localisation imperfect ; some- 
times too high and sometimes too low; this is more marked over the 
upper arm, shoulder, and hand than on the forearm. The anesthesia 
extends over the chest to the mid-line and up to the lower jaw, but is 
Jess marked than on the shoulder. Over the abdomen and back on the 
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right side there is sight blunting of sensation and defective localisation. 
Over the right lower limb sensation is blunted to an extent equal to thai 
over the shoulder. Muscular sense is lost in the joints of the right upper 
limb and in the right toes and ankle. It was present in the right knee 
and hip. No complete analgesia, but pricks are felt less on the right 
side below the face than on the left side. Heat and cold impressions 
blunted over the right limbs and right side of trunk. 





Charts showing the area of anesthesia which entirely disappeared after the 
operation. Vertical lines show marked blunting to tactile impressions ; 
dotted areas show slight blunting to tactile impressions. 


Ophthalmoscopic Examination by Mr. Gunn.—In the right and left eye 
there is blurring of the edges of the discs all round with considerable 
venous turgescence. Each optic disc is high coloured and the retina for 
along distance outside is wanting in’ transparency; the details of the 
fundus are somewhat interfered with by a vitreous haze which Mr. Gunn 
considered indicated specific disease. Vision : right eye, <®;ths badly, 
J. 1, 10 inches ; left eye, ;°;ths well, J. 1, 10 inches. No hemianopsia ; 
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no limitation of visual fields. Pupils unequal; R. 7 mm., L. 6 mm. ; 
they react normally. 

Smell and taste good on both sides; no affection of hearing. Lungs, 
heart, and abdomen healthy ; urine normal. 

The treatment at first adopted was inunction of ung. hydrag. daily, 
with the internal administration. of pot. iod., gr., 5 ter. die. The dose. 
of pot. iod. was gradually increased. On June 6th she was taking 
gr. 20 ter. die., on June 13th gr. 25 ter. die, and on June 20th gr. 30 
ter. die. On June 8th the mental state was more lethargic and the 
optic neuritis was worse. The discs were examined by Mr. Gunn, who 
reported that the right disc could be seen with + 3 and the left 
with + 4, and that there were hemorrhages in both discs. As the 
paralysis did not improve, and as the mental condition was deteriorating, 
it was determined to operate with a view to the removal, if possible, of 
he tumour. 

Operation.—On July 11th, the scalp having been prepared in the usual 
way, the patient was placed under chloroform, and a large Horsley’s 
(.\-shape flap was thrown down on the left side. This flap included 
the periosteum, and allowed of the exposure of the coronal and sagittal 
sutures, about one inch of the posterior part of the left frontal bone, 
and practically the whole of the parietal bone with the exception of 
the anterior inferior angle; and the part immediately adjacent to the 
lambdoid suture. The portion of bone to be removed was then marked 
out by means of a large saw. It was in shape a parallelogram, whose 
anterior and posterior borders running parallel with each other were 
planned also to run parallel with the sulcus of Rolando. The anterior 
border encroached a little on the frontal bone at its lower end. The 
upper border of the parallelogram corresponded with the sagittal suture, 
and extended along it from the bregma for fully 34 inches. The 
lower border was paralle] with the upper and 2 inches below it. The 
portion of bone removed would thus include the parietal eminence, 
and would allow of the free exposure of the upper part of the motor 
cortex, especially of the toe and ankle centres at the upper extremity 
of the ascending parietal convolution, which it was desired to thoroughly 
examine. 

The removal of the bone thus marked out was accomplished by the aid 
of the same large saw, by means of which it was divided up into small 
quadrangular pieces by vertical and horizontal cuts. These pieces were 
then easily raised from the dura by an elevator. As soon as one piece 
had been removed the use of strong bone cutting forceps facilitated the 
final separation and removal of the pieces into which the bone had 
been mapped out by the saw. Along the upper boundary of the opening 
in the skull the final removal of bone was accomplished in part by 
disarticulation at the sagittal suture. In this way the dura was exposed 
without injury, and the middle meningeal artery lay upon it withouthaving 
been wounded. The dura bulged considerably into the opening in the 
skull. As it was clearly desirable to perform the operation in two stages, 
the edges of the scalp wound were now brought together by horse- 
hair sutures, the antiseptic dressing applied, and the patient put back 
to bed. 

On July 17th (that is, six days after the first operation), the patient 
having, completely recovered from the previous operation, she was again 
chloroformed by Dr. Dudley Buxton. On removing the dressing the 
wound was found united by first intention, but its edges were easily 
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separated by the handle of a knife after the stitches had been cut. The 
scalp flap was again thrown down, no bleeding occurring, and wrapped 
up in an antiseptic dressing. A little clot was lying on the dura. This 
was taken away, and as large a square dural flap as possible was cut and 
folded down over the scalp flat. The part of the cortex thus exposed was 
bulging, and, especially over the upper part of the ascending parietal 
convolution, presented a mottled unnatural appearance. This mottling 
may have been due to minute ecchymoses produced during the removal 
of the bone a week before, or to malignant invasion of the cortex. The 
former alternative seemed the more probable. On palpation no area of 
special resistance indicating the site of the tumour could be discovered, 
but on exploring the mottled ascending parietal convolution with the 
finger, the cortex being here greatly thinned, was broken through, and 
the tumour of a whitish-grey colour was seen. As the ruptured cortex 
receded, the tumour appeared to be discontinuous with the brain sub- 
stance, and an attempt with the finger and the handle of a sterilised silver 
spoon was made to shell it out. This, however, was impossible, as it was 
discovered to be continuous with and infiltrating the surrounding cortex, 
and also the substance of the hemisphere about an inch below the surface 
and towards the front and middle line. The consistence of the tumour 
was semi-gelatinous, softer than the nornal brain substance, and it was 
found easier to remove it with a silver spoon than in any other way. 
A considerable hemorrhage occurred at the time, and, as it was not well 
controlled by filling the cavity in the brain with cotton wool, a series of 
fine silk threads were passed through the cortex for a depth of about 
3 inch all round the affected area except for about an inch at the median 
line, and tied so that all the vessels within the operation area were 
controlled. The area was about 24 inches in diameter. A free incision 
was then made through the cortex all round, just within the line of 
ligature, and all the included part, brain, and tumour was taken away by 
means of the spoon. The tumour extended to the medial surface of the 
hemisphere, and so a part of the marginal convolution and quadrate 
lobule was removed, the falx being clearly exposed. In this way as much 
of the tumour as was visible was removed, but as the line of junction of 
healthy and diseased tissue was so indeterminate, it is not possible to 
say that the whole tumour was excised. It is, indeed, probable that 
it was not. 

At the close of the operation the brain presented a large cup-shaped 
cavity nearly 2 inches deep, and the size of half an orange. It is probable 
that the area removed comprised the upper part of the ascending frontal 
and parietal convolutions, the anterior part of the parietal lobule, and the 
adjacent portion of the marginal convolution. When all bleeding had 
ceased the dural flap was very carefully stitched in position with fine silk. 
No bone, of course, was returned. The scalp flap was brought into place 
by many horsehair stitches. 

The antiseptic employed during the operation was solution of mercuric 
perchloride (1 in 2,000). The brain wound was constantly irrigated with 
the solution so as to keep it clear of blood, by squeezing a wet cotton wool 
mop over it. No marine sponges were used, and the operation area was 
kept free of blood, not by mopping or touching the brain, but by the 
stream of fluid. 

During the operation the patient was kept warm by several hot bottles, 
but she was much collapsed when she was put back to bed, the pulse 
was very small and thready, and her temperature was as low as 95° F. 
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A brandy enema was administered, the bed placed in front of a large fire, 
and, the patient being surrounded by hot bottles, her condition improved, 
and the danger of death from shock soon passed away. 

Dr. Colman, Pathologist to the hospital, made a microscopical exami- 
nation of the tumour, and reported the growth to be a sarcoma with 
round and spindle cells. 

On the next day, July 18th, the pulse had improved, but was still of 
poor force and tension ; the patient had marked aphasia, largely motor, 
as she could say her name, but could not repeat words spoken to her, 
She understood a good deal of what was said to her, and said “ Yes” and 
‘“No” appropriately, but she did not understand simple commands, as 
when told to put her hand on the top of her head she failed to do so. 
She was completely paralysed in the right arm and leg. 

On July 19th the patient had a series of clonic spasms involving the 
right angle of the mouth, which was drawn upwards and outwards, but 
the orbicularis palpebrarum was not affected. Each attack lasted a few 
minutes. 

On July 20th she had a similar attack lastmg three hours. From this 
date her convalescence was uninterrupted. The dressings were changed 
twice, on the 19th and 29th, and on the latter date the stitches were 
removed. The temper ature varied from 97°5° to 99°, and was not 
materially different on the two sides. 

July 26th. It was noted on this date that the position of the right 
hand was as follows: The hand lay on the bed with the thumb adducted 
and with the phalangeal joints flexed ; the first and second fingers were in 
the interosseal position, while the third and fourth fingers were semi- 
flexed at all the joints. There was constant clonic spasm of the thumb 
and index finger towards each other with extension of the first and second 
fingers, but without affecting the other fingers and the wrist. This spasm 

was first noticed on the 22nd, but was not “continuous till the 26th. The 
aphasia had passed away, but there was still some hesitation in speaking ; 
although appropriate words were used, it had been noticed that the nouns 
were the last to return. 

There was absolute loss of power in the right upper extremity, ike on 
July 25th the patient began to have voluntary movement in the right 
lower limb, and was able to flex the hip and extend the knee, raising 
the heel off the bed, but she had no power to move the right ankle or 
toes. Abduction and adduction of the hip-joimt, and flexion of the 
knee was also possible. On testing sensation it was found that she could 
recognise the slightest touch on the right side, but localisation was 
defective. 

July 30th. The clonic spasm had ceased, motor power had still further 
improved in the leg, but the upper limb remained powerless. 

Mr. Donald Gunn, on July 31st, made an ophthalmoscopic examination, 
and found the right disc was swollen to 34 D. The swelling was steep 
at the edges, and extended on to the retina beyond the margins of the 
disc ; there were also some hemorrhages ee full veins. 

On August 28th her vision was R = 6, with difficulty, and J.6 at 
10 inches for both eyes, slowly. 

August 29th. The condition of the patient was as follows: Her 
mental condition was very much improved, and-from being morose and 
dull, she became lively, and amused the other patients. She had no 
paralysis of the face, and could now carry the right hand to the chin, but 
could not move the fingers or thumb; she could walk with a little 
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assistance, she had good movement at the hip and knee and some move- 
ment at the ankle, but no movement of the toes. 

With regard to sensation, she could appreciate light touches every- 
where, but over the right upper limb the localisation was still faulty. 
Speech was perfectly restored. 


We wish to thank the resident medical officers of the hospital, 
Drs. Whiting and Warrington, for the great care which they took 
in the management of the case. 


Conpition AT Present Time, Novemper 20TH, 1894.* 


The hair has grown again, hiding the area of operation. The 
scalp covering the opening in the skull, which when she left the 
hospital was a little concave, is now at the normal level. The 
edges of the bony opening are not quite so sharp as they were. 
The scar has to be looked for, being very narrow and showing the 
perfection of union by first intention. It might be thought that 
the filling up of the opening and the rising of the scalp over it to 
the normal level was due to recurrence of the growth, but in the 
absence of symptoms such a view cannot be definitely asserted, 
since a hke phenomenon is not unknown after recovery from 
compound fracture, involving loss of brain substance. 

The patient is restored to her normal mental condition. Speech 
is perfect. There is no headache. Movements of face normal. 

Upper limb (right): Fingers as a rule are kept straight, pha- 
langeal joints being extended and metacarpo-phalangeal joints 
being flexed. There is some very slight rigidity about the joints 
of the hand and wrist, and at the elbow the humerus can be 
passively abducted toa right angle but beyond that pain is caused. 
She can extend the fingers but not thumb. Grasp, left, 60; right, 
11 (weakest dynamometer). Can flex well thumb and fingers, can 
pick up a pin with the right hand from a soft ground, not from a 
hard flat one. Caunot button with finger and thumb. Consensual 
movement of the right hand obtained with grasp of left, but grasp 
of left does not increase power of right grasp. Frequent slight 
clonic spasm of first finger and thumb (mo tonic spasm) observed 
and increased by emotion. Can extend wrist toa line with forearm 
but not beyond. Can pronate and supinate forearm. Can flex 

* September 10th, 1895.—A letter has been received from which it appears 


that the patient is about in the same state as when the note on November 20th, 
1894, was made. 
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and extend elbow. ‘The humerus she can elevate to a right angle 
but not beyond that. She has some difficulty in advancing the 
humerus, but can adduct it strongly. In abduction the whole 
scapula moves. She has very little power to shrug the right 
shoulder, but the anterior part of the trapezius acts well in forced 
inspiration. 

Right lower hmb: There is no rigidity in the joints, but the 
calf muscles have shortened so that the ankle cannot be dorso- 
flexed to less than a right angle. She walks without assistance, 
or stick, swinging the right leg, catching it on the ground some- 
times, but has not the least power in the toes, either flexion or 
extension, and she can only faintly plantar-extend the ankle, but 
cannot dorso-flex it. The right knee she can extend powerfully, 
but flexion is weak; extension and flexion of the hip are good, 
but weaker than on the left; rotation out of hip good, rotation 
in weak. Knee-jerk excessive on the right, well marked on the 
left: right ankle clonus. Radius and ulna tap readily obtained 
on right; no jaw-jerk. Right plantar reflex deficient. 

Sensation.—Pain in the right shoulder, especially when it is 
moved. No anesthesia anywhere, and localises correctly. No loss 
of muscular sense. 

A remarkable feature about this case is that, though so large an 
area of cortex has been removed, the patient has recovered sensa- 
tion completely, and, with the exception of the toes, ankle, and 
shoulder, she has recovered almost completely as regards direction, 
but with diminished strength, as compared with the other side. 
We would explain this, according to the theory of Dr. Hughlings 
Jackson, as follows: that all movements of the upper limb, for 
instance, are represented in all parts of the upper limb area of the 
cortex, but in different degrees; and that it is not possible to 
completely paralyse the upper limb anless the whole of this area 
is removed. In our case some of the upper limb area was left. 
This in no way invalidates the minute analysis of cortical repre- 
sentation, which demonstrates the place where any definite move- 
ment is most highly represented. | 

November 26th, 1894.—Mr. Gunn made the following note :— 


Surface of right disc seen with + 1. 

Surface of left dise seen with + 2°5. 

Shght muddiness of upper and lower disc margins of right 
eye. 
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Remarks on Treatment. 


The question is not seldom asked: ‘ What do patients suffering 
from tumours of the brain gain from surgery?” It appears to us 
that in the several following ways enormous benefit may be given 
by operation : 

1. The complete removal of a tumour, as in Mr. Horsley’s case, 
of a small tuberculous mass occupying the cortex in the region 
of the representation of the movements of the thumb.* This 
patient, a man aged 20, suffered from frequent local fits, beginning 
in the thumb and forefinger, and from headache and from these 
symptoms he was completely relieved by the removal of the 
tumour and part of the cortex. 

2. Partial removal of a tumour, as was probably done in the case 
on which this paper is founded. The operation on this patient 
relieved her of headache, vomiting, double optic neuritis, anes- 
thesia, and from the greater part of her paralysis; the mental 
condition, which was very much deteriorated, was restored, the 
patient regaining her former bright and cheerful condition. 

3. The draining of a cavity in a cerebral glioma or sarcoma 
which cannot be removed. This is well illustrated by a case 
which was under the care of one of us (Ballance) and Dr. Gowers. 
This patient, aged 11 years, suffered from headache, vomiting, 
double optic neuritis, fits beginning in the thumb and followed by 
hemiplegia, and was practically relieved of all his symptoms, 
inciuding moral deterioration (stealing), by this procedure. He 
lived for three years. 

4, The Removal of Bone and Incision of the Dura Mater.—The 
benefit resulting from this operation is well shown by a case which 
was under the care of Dr. Buzzard and one of us (Ballance). A 
woman, aged 41, was admitted with symptoms pointing to tumour 
of the internal capsule, namely, hemianesthesia, nearly complete 
hemiplegia, double optic neuritis with failing sight, and severe 
headache with agonising paroxysms. In one of these paroxysms 
she became comatose and was evidently dying, it was thought 
from hemorrhage into the tumour. The above operation was at 
once performed and the relief of the urgent symptoms was imme2- 
diate, and in a month’s time the report states that there was no 
headache, vomiting or optic neuritis, and some return of power 


. * © British Medical Journal,’ 1887. 
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and sensation had already occurred, with improvement of sight 
and restored mental condition. 

5. Removal of a considerable area of bone without opening the 
dura mater is, we believe, considered by some to be adequate to 
relieve the classical symptoms of tumour. It is true that the dura 
bulging through the opening in the skull indicates that there is a 
relief of pressure, but what we have to deal with, is tension within 
a practically inelastic membrane, and the intradural space can 
hardly be materially increased while the dura is intact and the 
opening in the skull is comparatively small. The sac of the dura 
cannot be distended to its full extent while the cranium is intact, 
and so when bone is removed its foldings are flattened out. A 
considerable fall in pressure can only be obtained by taking away 
a large area of bone, and in tumour cases, when this is done, the 
dura still bulges under much plus pressure. As we have known 
of no case in which the removal of bone alone has relieved the 
pressure symptoms, we should advise that the dura should always 
be opened ; another reason of great import being that the cortex 
might be involved without any of the type signs being present. 

The following experiment is of interest in showing how little 
extra room is gained in the dural cavity by the removal of a very 
large area of skull :-— 

A dog was killed with chloroform, and a cannula was passed 
into the cranial cavity through the spinal theca in the cervical 
region. This cannula was then connected with a manometer 
which was filled with oil. The column of oil was made to rise 
1,000 mm. high in the capillary tube connected with the 
manometer, and a trephine opening 1 cm. in diameter was then 
made in the skull. The fall in consequence was very slight, the 
dura bulging through the trephine hole. Then more and more 
bone was removed, until nearly half the vault of the skull was 
taken away. It was then noted that the oil in the capillary tube 
had fallen 300 mm., the volume of which, as estimated, showed 
that only 0°54 ¢.cm. of oil had entered the dural cavity in conse- 
quence of the remoyal of bone. 

We are much indebted to Dr. Sherrington for his aid in this 
experiment. , 

We would conclude this paper with the question, How soon 
should one of the preceding operations be performed? When 
the type symptoms are present, it is quite certain that no delay 
is desirable after a fair trial has been given to anti-syphilitic 
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remedies, and we should lmit this time to six weeks or two 
months.* The main difficulty arises when the symptoms are not 
typical, and it is to be borne in mind that large, slowly-growing 
tumours may be present without any symptoms which are 
unequivocal. As an instance of this, a case may be referred to 
which was under the care of Mr. Horsley and one of us (Beevor). 
The patient had occasional fits with unconsciousness, beginning in 
the corner of the mouth, six years before other symptoms arose 
which justified operation, and then the tumour was found to be so 
situated that it could not be removed without producing aphasia. 
It would be easy to mention other cases illustrating the same point. 

In any case in which the typical signs of tumour are absent, 
and where the fits always begin with the same localised warning, 
and are attended with loss of consciousness, the question is, Are 
these fits due to idiopathic epilepsy, or are they due to a tumour ? 
We would say that no operation is advisable, other signs of 
tumour being absent, unless the paralysis which follows the fits is 
permanent—that is, not recovered from in the course of a few 
days, or unless the fits occur very frequently. While it is impos- 
sible to lay down absolute rules for the treatment of these cases, 
it would appear that occasional fits, beginning locally, followed by 
loss of consciousness and attended only by headache, would not 
justify an operation, but any other combination of the type 
symptoms—headache, purposeless vomiting, opticneuritis especially 
with failing sight, localised fits, and permanent paralysis—would 
render surgical operation advisable. 

Sir Witt1am MacCormac congratulated the authors on their paper, 
which he admitted himself scarcely competent to discuss, observing that 
the minutely detailed history given by them of how the diagnosis was 
led up to step by step was so complete, and was acted upon with so 
much skill and courage, that both were entitled to the greatest credit 
for their respective share therein. It was reassuring to find that cerebral 
tumours could be dealt with in so complete a way, and that the brain 
was tolerant of such extensive interference. It was unfortunate that a 
sarcoma of the brain did not admit of the treatment which a surgeon 
could apply elsewhere. It was open to question how far the operation 
would guard the patient against recurrence. That the sequel of the 
case—which he hoped would be conveyed to the Society at a future 
time—could alone tell. Whatever that sequel might be, it would not 
detract from the brilliant manner in which the case had been conducted 
throughout. 


Dr. James Taytor said he was interested in the case because he had 
had the patient under his observation before and since the operation. 


* Horsley, ‘ British Medical Journal,’ 1893. 
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The authors’ paper raised some of the most important points respecting 
the treatment of intra-cranial tumours. Although they could give no 
assurance against recurrence after partial removal of a sarcoma of the 
brain, the results in the enhanced comfort of the patient were certainly 
considerable. He was, however, unable to concur in the sanguine hopes 
expressed in the paper of the possibility of non-recurrence. The con- 
dition of the site of operation, in respect of the filling up, was already 
very different from what it was soon after the operation. He recalled 
a case in which symptoms of cerebral tusnour bad been observed for 
several years; an operation was followed by complete relief of all the 
symptoms except that there was, as in this case, a considerable amount 
of hemiplegia. Six months after the operation the condition was similar 
to that of this patient. What was at first a distinctly depressed area 
had become filled up. That patient died three weeks later. Although 
in this case he feared that the patient would have a recurrence, if it were 
not already present, the paper had raised the important question as to 
what ought to be done under such circumstances. No one who had seen 
the patient’s condition previously to operation and since the operation, 
could doubt that the result had been to materially change matters for 
the better. He was interested in the relief of intra-cranial pressure and 
its effect on causing the disappearance of the headache, optic neuritis, Xc. 
He had never seen any case of a cerebral tumour in which removal 
of a piece of bone had alone been resorted to. All the cases he had 
seen had also been treated by incision of the dura mater. In nearly 
all the cases the relief afforded by that operation alone had been very 
considerable, the headache and the fits having disappeared, and the optic 
neuritis having subsided. He had made a good many post-mortem 
examinations of cases of cerebral tumour not operated upon. Upon 
removal of the skull-cap there had been unmistakable evidence of 
pressure on the dura mater, and the effect of mere opening had been 
very marked, in fact, a slight incision in the dura mater was often followed 
by a tear of its own accord, the hemisphere itself bulging through the 
rent. That fact bore out what the authors had pointed out, viz., that 
the intra-cranial pressure was not so much pressure inside the skull, as 
that plus pressure inside the dura mater. 

Dr. Hate Wuite observed that the case was the more interesting 
because there were very few instances of removal of subcortical 
tumour on record. One or two American cases had been recorded quite 
recently. They had to distinguish between the cases in which it was 
possible to remove the tumour as a whole, and those in which the 
pressure symptoms could be relieved. The cases in which the tumour 
could be wholly removed were very few. He had taken the trouble to 
go through a hundred consecutive post-mortem examinations of cerebral 
tumour. He had found about 10 per cent. in which it was hkely that 
the tumour could be removed. Of course, if tumours could be cut out in 
only 10 per cent. of the cases, an attempt should be made to reach and 
remove them whenever there was any chance that success would follow, 
His first case in which an operation was done was like the authors’ in 
that hemiplegia was the chief symptom, but this was due to a subcortical 
chronic abscess. This was diagnosed during life, but it was some years 
ago, and as the cortex appeared healthy the surgeon closed the wound, 
and soon after the child died. On post-mortem a large abscess was 
discovered, which might easily have been emptied, though in view of the 
child’s enfeebled condition he doubted whether life would have been 
saved had this been done. The next case was one of growth from the 
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under surface of the skull in a man who suffered from Jacksonian 
epilepsy, and who was completely cured by operation. A third case 
was that of a woman whose breast had been excised some time previously 
for sarcoma in St. Thomas’s Hospital. She was diagnosed by her medical 
man, Dr. F. Smith, to have secondary growth of the cortex, there being 
very frequent attacks of Jacksonian epilepsy commencing in the right 
hand. They had explained to the patient the exact position of affairs, 
pointing out that though they could hold out no hope of freedom from 
other growths her symptoms would be improved for the time being, and 
she gladly assented to an operation. Mr. Lane had therefore cut down 
on the cortex, which looked quite healthy. Dr. Hale White, however, 
felt so certain that there must be disease of the hana and arm area that 
Mr. Lane removed the arm area. On examining the sections micro- 
scopically the tissue removed proved to be the seat of a sarcomatous 
erowth. This led him to remark that even post-mortem it was often 
difficult to distinguish between healthy cortex and a cerebral tumour. 
The case impressed him very much as showing that in presence of certain 
symptoms it would be well to remove a centre even though to the naked 
eye it appeared to be healthy. He remarked that in this case the 
temperature of the side which remained paralysed was uniformly 1° 
higher than on the opposite side, and he asked whether anything 
analogous had been observed in the authors’ case. Passing to the con- 
sideration of operations undertaken for the relief of mere pressure 
symptoms, he asked the authors whether their experience showed that 
an incision in the dura mater would do as much good in the event of the 
tumour being cerebellar as when it was cerebral. Also he was anxious 
to know whether such patients took the anesthetic badly. He knew 
of a case which had recently died under the anesthetic. 

Dr. Morr said he was particularly interested in this case from a 
physiological point of view. He asked the authors for an explanation 
of the rapid clearing up after the operation of the loss of tactile sensation 
and loss of movement. The fact that there was at present no tactile 
anesthesia, although so large a part of the brain had been removed, did 
not surprise him. His own experiments upon monkeys seemed to show 
that, unless the whole of the Rolandic area was removed or separated, 
there was not persistent anzsthesia to tactile impressions. If only the 
upper part of the Rolandic area was removed, the loss of sensation was 
very slight, in fact, much the condition observed in this case. He 
thought there was a good deal of evidence to show that the function 
of the cortex was sensory as well as motor, if indeed not wholly sensory. 
He had tested two cases in hospital, and he had found the parts that 
were quite paralysed were insensible to tactile impression, and as this 
cleared up so did the paralysis. 

Mr. MAarMADUKE SHEILD, alluding to Dr. White’s case in which there 
had been secondary growths on the cortex subsequently to removal of the 
breast for schirrus, asked whether he had correctly understood that the 
secondary growths were sarcomatous. 

' Dr. Waite replied that he should have described the disease of the 
breast as sarcoma. 

Dr. Ormerrop referred to the case of a man who had remained some 
time in hospital after the operation had taken place, the ultimate result 
not proving good. The symptoms pointed to a tumour in the region 
of the arm centre. One peculiar poit about the man was that, beside 
Jacksonian epilepsy, there had originally been epilepsy of the normal type, 
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that is to say, of sudden onset and with general convulsions. This 
ultimately gave way to Jacksonian epilepsy, with involvement of the arm 
centre, and optic neuritis developed. Myr. Horsley removed a large part 
of a large tumour in the cortical and subcortical area corresponding to 
the arm centre, and the man was cured of the fits but remained hemi- 
plegic. This lasted a month, but after a time the opening began to 
bulge. It was tapped, and some fluid removed, and later the wound 
was reopened and some solid matter taken away, but the bulging again 
recurred. ‘The man having remained in statu quo for a time then began 
to develop some curious symptoms. First one pupil became dilated, and 
then from a quiet-tempered man he became insane, and he died a month 
or two later, when a large tumour was found infiltrating the deeper 
parts, and reaching indeed down to the corpus callosum and the base 
of the brain. 

Mr. BaLuaAnce, in reply, explained that the patient did not walk 
well on entering the room, partly because her boot was not properly on, 
and also no doubt because she was rather nervous. He had, however, 
been informed that she had walked 40 times round the garden of the 
Queen’s Square Hospital. With regard to the disappearance of the 
concavity of the scalp over the operation area, he admitted that they 
did not know whether the tumour was re-growing or not. He did not 
pretend for a moment that he had removed all the tumour, and as it 
was a sarcoma, recurrence might very well take place. What they had 
said in the paper was that the simple filling up of the scalp to the 
surrounding level was not in itself proof of recurrence. It was indeed 
a phenomenon with which surgeons were familiar after depressed 
compound fractures and the like. There must consequently be some 
other evidence of recurrence besides this. The important point about 
the case was whether the patient would have been benefited to the same 
extent by incision of the dura mater, and the draining of the subarachnoid 
space, in other words, had she gained anytbing by the partial removal 
of the tumour. He himself was of opinion that she had gained greatly 
thereby. For six months past any tumour tissue left behind at the 
operation had had a great cavity to grow into, and in that sense he 
thought the patient had benefited by the operation which left this cavity, 
otherwise the tumour would probably have gone on destroying the actual 
brain substance. With regard to Dr. Hale White’s remarks, it was within 
his knowledge that a cerebellar tumour had actually been removed. No 
difference of temperature on the two sides had been noticed in their 
case. There were many instances in which incision of the dura mater 
and drainage had afforded relief from the headache, vomiting, optic 
neuritis, &c. He himself had operated upon several cases of cerebellar 
abscesses. Only one was followed by recovery, it was true, but in all 
the classical symptoms of cerebellar tumour entirely disappeared after 
the operation. He urged that the condition of things in cerebellar 
tumour was identical, as far as he knew, with what obtained in cases of 
cerebral tumour, and what would relieve the distressing classical 
symptoms in one might fairly be expected to do the same in the other, 
Incision of the dura mater added to the risk to the patient, because it 
opened up the subarachnoid space, and if the greatest care were not 
taken there might be suppuration, though this had not occurred in any 
case of his own. He did not think these cases took the anesthetic badly, 
though of course it was necessary to have a skilled anesthetist. More- 
over, except while actually incising the dura mater, it was not necessary 
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Description of Figure (about half natural size) illustrating the paper 
of Dr. BErvor and Mr. Batuance on the removal of a Sub- 
cortical Cerebral Tumour. 


A sketch was made by one of us (C. A. B.) from memory, and 
by its aid an artistic drawing was very kindly produced by 
Mr. M. A. Teale. It illustrates the plan of and the parts involved in the 
operation. The opening in the bone corresponds to the deficiency at 
present existing in the patient’s skull. It is to be remembered that the 
curve of the head prevents the actual linear dimensions of the deficiency 
in the skull being reproduced on a flat surface. The drawing is a view 
at right angles to the mid point of the exposed cortex, and was made 
in part from the normal brain and in part by the help of one of Professor 
Cunningham’s casts. At the upper border of the opening in the skull 
is seen the sagittal suture, at the lower border the scalp flap and the flap 
of the dura mater. R= the sulcus of Rolando. + =the place where 
the cortex ruptured during palpation. With regard to the area of 
so-called “ motor cortex” involved in the operation the reader is reminded 
that the ascending frontal and BOS convolutions are separatea from 
each other for a distance of 32 inches by the sulcus of Rolando. The 
fine silk cortical ligatures which controlled the bleeding within the region 
of the operation are represented. The continuous line within the ‘silk 
threads is the line of incision of the cortex. The darker tint of the dura 
immediately below the sagittal suture marks the course of the superior 
longitudinal sinus. Disarticulation at the sagittal and coronal sutures 
was preceded by the application over them of the saw ; this is indicated in 
the figure by the superficial cut section of the bone in the line of the 
sutures. 
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to procure the abolition of the conjunctival reflex. Dr. Mott had asked 
how they explained the recovery of movement and tactile sensation after 
removal of large portions of the cortex. He admitted that they did not 
understand why this was the case. 





December 10th, 1894. 


ON THE VALUE OF EXCITING ASEPTIC CELLULITIS 
IN THE TREATMENT OF OBSTINATE INFLAMMA- 
TORY AFFECTIONS OF THE URINARY ORGANS. 


By H. Hurry Fenwick, F.R.C.S. 


My title and the deductions I have drawn from clinical and 
pathological observations are open to criticism, but the gist of 
the matter, I am convinced, is worthy of some consideration. The 
surgeon of to-day strives at the rapid and aseptic healing of all 
wounds, and is justly blamed if an incision which he has made 
through the unbroken skin does not promptly unite without sup- 
puration. I believe, however, that there are many chronic or 
obstinate inflammatory conditions of the solid viscera, which may 
be materially benefited by cutting on to them through the parietes 
of the body, exciting suppuration of a benign type in the cellular 
tissue of their immediate neighbourhood, and by draining off 
through the vessels of this layer the products of inflammation. 
I have been accustomed to term this method of dealing with 
chronic visceral inflammation, “ aseptic counter-irritation,” for 
it is, of course, nothing more or less than a more accurate and 
more energetic method of applying the seton, blister, or iodime 
paint, of old-fashioned medicine. I now submit that the surgery 
of the present day can advantageously substitute for such sarface 
applications, the more powerful and more effective counter-irritation 
of an inflamed and drained cellular tissue. 

The examples which I bring forward in support of this proposal 
are taken from urinary practice, but I have encountered cases 
equally satisfactory in general surgery, notably in the surgery of 
the liver. 

My attention was first drawn to the matter in 1887, when I 
was suddenly called upon to treat a patient who was suffering 
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from a supposed rupture of the bladder. He had much dulness 
above the. pubes, though the bladder was empty, and a great 
swelling was detected in the recto-vesical pouch. On laying open 
the cavity of Retzius by a suprapubic incision, I found the 
trouble was merely an acute interstitial or parenchymatous 
cystitis, which subsequently was proved to be due to Bilharzial 
disease.* In afew days the enormous swelling which had pre- 
viously existed in the neighbourhood of the bladder disappeared, 
and it struck me that this unlooked-for result was probably due 
tq drainage of the inflammatory products through the suprapubic 
incision. Since then I have gradually collected some pathological 
as well as clinical material which convinces me that inflamed 
cellular tissue exercises a considerable detergent effect upon any 
solid viscera with which it is in contact, and that these powers 
have either been overlooked or not thoroughly appreciated by the 
profession. The pathological effects of suppuration or extra- 
vasation of blood into the cellular tissue in the neighbourhood 
of solid viscera upon the health of the organ is perhaps well 
exemplified in the kidney. Here, the effects of large collections 
of pus or of blood upon the plumpness of the kidney can be 
demonstrated either on operation or post-mortem. It is often a 
matter of surprise to find how marked are the effects of peri- 
nephritis upon the size and consistency of the kidney. In 
perinephritis not due to disease originating in the kidney, the 
kidney is often found small and flattened on the anterior wall 
of’ the huge sac. It may be contended that this change results 
from some irritant in the kidney which has been overlooked 
by the pathologist; that the inflammation of the surrounding 
tissue is secondary; and that the atrophy of the organ is the 
remote result of the original nephritic disease, and not due 
to' the effects of the perinephritis. The following illustration 
is therefore introduced as being as unequivocal as I have met 
with : 


_ Evormous SUBPERITONEAL H@MORRHAGE AROUND THE KiIpNey, 
_ATROPHYING THAT ORGAN. 


©. F., aged 30, had been treated by Dr. Ogilvie Will for a 


ruptured urethra, the result of a fall on the perineum from a 


* “Transactions of Medical Society,’ vol. xi, p. 344, 1888. 


IN INFLAMMATORY AFFECTIONS OF THE URINARY ORGANS. 73 


height of 40 feet. Probably the loin was also bruised, for his 
buttock and side were black for long afterwards. 

‘Avparently, a large extraperitoneal extravasation of blood which 
surrounded the left kidney, and had raised the peritoneum lining 
the left iliac fossa, had formed at the time of the accident. This 
collection, however, was partially absorbed, and when the patient 
came under my care a year after the accident, for the treatment 
of traumatic stricture, | was unaware that any blood-clot remained. 
I operated on the stricture by external urethrotomy. Three weeks 
after, when I thought the patient was nearly well, the temperature 
began to rise, and then to oscillate, and he complained of pain in 
the left loin, similar, as he said, to what he had previously expe- 
rienced shortly after the accident. 

I found the descending colon and sigmoid pushed forward by 
a large sub-peritoneal collection of fluid, the appearance of the loin 
resembling what is noticed in perimephritis. On incising the 
fluctuant swelling at the anterior iliac spine, I evacuated fully 
a pint of puce-coloured pus, and’massive, decolourised and black 
blood-clot. Probably the old unabsorbed extravasation had broken 
down from some septic infection in connection with the external 
urethrotomy. The enormous cavity, which was discovered reaching 
as high as the level of the splenic position, healed rapidly and 
thoroughly, and the patient was dismissed from the hospital cured. 

He subsequently came under my care with suppression of urine 
from calculous blockage ‘of the right kidney, and died. He had 
been in the habit of passing stones from both kidneys, but had 
had no attack from the left side since the fall referred to. On 
post-mortem there was no trace of the large left perirenal sac 
which had contained so much extravasated blood and pus, its 
situation was merely marked by extreme thickness and discolor- 
ation of the peritoneum in this position. The left kidney was very 
small, perfectly formed, and markedly fatty. No scar was visible. 
Its pelvis contained a few millet seed calculi. Its ureter was 
patent, and there was no stone impacted in the canal. The renal 
vessels were small but apparently healthy. In the absence of any 
other cause, I considered that the extravasation and efforts of 
absorption had exerted so powerful an effect upon the kidney 
that it became crippled and atrophic. In cases of psoas abscess 
I have found the kidney smaller than normal, but I have not been 
able to satisfy myself that this might not have been due to wasting 
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noticed in tubercular disease. This case seems to me to point to 
the fact that solid viscera are greatly influenced by suppurations 
in their neighbourhood.* The effort of the surgeon should be 
toinduce a mild cellulitis, and thus to imitate in petto the detergent 
results which such widespread and violent inflammations induce. 

Clinical Observations.—1 was very much struck with the startling 
result which a nephrotomy produced on a profuse and chronic 
unilateral pyelitis. I removed a large median prostatic lobe which 
had induced left-sided pyelitis in a man about 50 years of age. 
The catheter, upon which the patient had been absolutely dependent, 
was dispensed with, but the pyelitis was quite unaffected, and even 
remained as profuse as ever, though the bladder was drained 
suprapubically and perineally for a month. A year after the 
operation the patient returned to me with abscess in the left 
kidney. This I incised, and the pus in the urine, which had often 
amounted to half during the previous two years, completely 
disappeared, and the urine remained clear for four days. This 
sudden cessation could not have been altogether due to absolute 
paralysis of the kidney from shock, for even if no urine had been 
secreted by the diseased kidney, and the ureter had remained 
unflushed, the pus would still have made its way in some quantity 
into the bladder by gravity, and have appeared in the urine. 
Probably the drainage of the kidney and its surroundings checked 
the secretion of the pus abruptly, in the same way that an acute 
epididymitis causes a gleet to temporarily disappear. The pus 
eradually reappeared, but never in the same quantity as before. 
The sinus left by the operation remained open, and a year after 
the patient died. On post-mortem the pathologists could not find 
any trace of kidney structure. 

I was called upon to deal with a slight gonorrhceal pyelitis, 
accompanied by much pain in the left kidney. After a year’s 
patient trial of drugs I made an opening in the loin, stirred up 
the cellular surroundings of the kidney, and drained for a week. 
The urine cleared permanently, and the pain left him. 

I suspect that some cases recorded as cured after an ineffectual 
exploration of the kidney for supposed stone, are due to the 
beneficial effects of drainage of the surrounding disturbed tissues. 


* Much sound evidence on this point could be collected by examination of 
the solid organs of the pelvis after bematocele, or of the kidney in psoas 
abscess. 
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EXAMPLES OF THE Errects of DRAINING THE CELLULAR TISSUE 
SURROUNDING THE BLADDER. 


I attempted some years ago to drain a contracted tubercular 
bladder of a young man in order to relieve him of the pain and 
distressing frequency of micturition from which he was suffering. 
But I never reached that viscus. I found dense adhesions in the 
pre-vesical space, and when I opened what I considered to be 
the little bladder, I found I had entered the peritoneal cavity. 
The edges of the peritoneal incision were carefully sutured and 
the original intention of opening the bladder was deferred for a 
week. He had so greatly improved, however, by that time, the 
urine had cleared, pain had diminished, and the irritability had 
been so much relieved, that I decided to do nothing further. I 
have seen the patient last week, the improvement has been main- 
tained, but the disease has spread to the prostate and testicle. 
I should not now advocate opening an advanced tubercular 
bladder suprapubically. 

A lady was sent to me by Dr. Valentine Rees, of Brecon, 
with a pysmic pelvic abscess opening presumably into the 
bladder ; the position of the abscess was doubtful. On cystoscopy 
the orifice of the abscess was easily detected, and Mr. Woodhouse 
Braine, my assistant, and I watched for some time the following 
curious phenomenon of pus being forced into the bladder through 
a minute opening. On the right lateral wall of the bladder 
low down, enormously swollen folds of mucous membrane were 
seen. In a furrow between two of these succulent ruge, | 
suddenly noticed a long, white tapeworm-like body being forced 
out. It was square-ended, and appeared just like a telegraph tape 
or a macaroni film. After about one-third of an inch had pro- 
truded, it broke off by its own weight, and fell heavily to the base 
of the bladder. 

Turning the light on to the base I saw a small heap of similar 
ribbons of white material. These were sucked out of the bladder, 
and seen to be merely tape-like threads of inspissated pus }-inch 
broad and -};-inch thick. They were evidently being forced out 
of an abscess sac into the bladder through a very small channel 
of communication ; and probably the severe pain which the lady 
had been suffering from for months, and which had necessitated 


76 ON THE VALUE OF EXCITING ASEPTIC CELLULITIS 


the daily exhibition of large doses of morphia, was caused by the 
pus being pent up under great pressure. 

On introducing a probe together with the electric cystoscope 
into the bladder I was able to direct the former against the opening 
whence the pus was issuing, and was lucky enough to engage the 
orifice and push it on into the abscess sac. Immediately a cloud 
of pus swept over the field and obscured the view. Giving the 
probe to my assistant, I cautiously raised the pelvis and proceeded 
to perform laparotomy, expecting to find a suppurating ovary on 
the right side. After separating a few omental adhesions, I 
lifted the small gut out of the pelvic cavity and felt for the 
abscess, but without success. The rightovary feltnormal. There 
was no collection of pus in the peritoneal cavity, for I turned on 
the searchight and swept the floor of the pelvis with it. The 
peritoneum was discoloured and thick on the right side, as it 
appears when suppuration has been proceeding beneath it. 
Obviously the abscess was beneath the peritoneum and in the 
cellular tissue,'on the right side of the bladder. I gave up the 
search and closed the wound, but determined to attack the abscess 
sac from the vagina, and drain it from below. I made a free 
incision along the right side of the roof of the vagina on to the 
probe, expecting to hit the abscess sac without opening the 
bladder. To my dismay, I found that the probe had slipped ont 
of the sac during the varied manipulations to which the patient 
had been subjected. After an ineffectual attempt to re-insert it 
through the narrow orifice by aid of the cystoscope, I turned 
once more to the incision in the roof of the vagina, and cautiously 
dissected back between the bladder base, the rectum, and the 
uterus, hunting for the emptied abscess sac. 

Failing to find it, however, although I, had gone dangerously 
near the right internal iliac vessels, I imserted a drainage tube 
into the gaping wound in the roof of the vagina, and packed it 
round with cyanide gauze, hoping, almost against hope, that the 
stirring up which | had given to the cellular tissue would act 
beneficially upon the abscess and induce it to heal. The pus dis- 
appeared from the urine, the pain gradually lessened, frequency of 
micturition diminished, and I learnt some months ago that the 
patient had quite recovered her sige ane that no trace of her 
bladder trouble existed. 

* T may incidentally remark that abscesses in communication with 
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the bladder are readily dealt with if the channel of communica- 
tion is sufficiently large to be felt with the point of the finger, 
for a pair of dressing forceps can be guided through the dilated 
urethra into the orifice, and the opening enlarged; but in this 
case I felt it was hopeless to attempt to feel for an opening 
situated so deeply between the swollen folds of the mucous 
membrane and so minute as this was. 


ILLUSTRATIVE Prostatic CASES. 


I attempted some years ago to scoop out a prostatic collection of 
crude tubercle by dissecting between the rectum and the prostate 
from the perineum, but could not reach the gland on account of 
the intimate adhesions between it and the rectum. The relief was 
most striking; the patient lost his distressing irritability and pain 
in a great measure, but, of course, the improvement was temporary, 
and I believe he died two years after. 

The relief experienced was due, I submit, to the drainage of the 
cellular tissue around the base of the bladder. 

Perhaps the most important and convincing case I can lay 
before you concerns one of our profession. 

A powerfully-built man of 53, who had held an important 
position in Africa with éclat, came to me for the relief of a chronic 
prostatitis which had troubled him for some years, but which 
during the last two years had evoked a curious train of neuras- 
thenic symptoms. If he sat down he felt before very long a 
tickling in the vicinity of the prostate, which at first was slight, 
but which gradually increased, until it became transformed into a 
horrible and distressing feeling of stabbing and itching, which 
spread all over his genitals, and forced him to scratch these parts 
with violence. This wave sometimes burst upon him with such 
intensity, and the scratching had to be so severely carried out, 
that an orgasm like that of coition supervened, no emission, how- 
ever, taking place. To avoid these diabolical feelings, as. he 
termed them, he was reduced to painting the parts constantly with 
a 25 per cent. solution of cocaine, to sitting on his hip, or well 
back on the sacrum, and even this analgesic and these positions 
were often unavailing. His condition was most pitiable. His 
genitals were scored with finger-nail marks and his mental 
despondency was desperate. Most forms of treatment had been 
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attempted and had failed. I discovered a stricture of large calibre, 
and divided it, but with only temporary relief. After a year’s 
patient trial of known remedies, including counter-irritation with 
iodine, I made a transverse perineal incision in front of the anus, 
and dissected between the prostate and the rectum, and drained. 
He has been perfectly relieved by this procedure, and I saw him 
last week the picture of mental and bodily health. 

Indications for Aseptic Counter-Irritation.—I would suggest, in 
obstinate inflammatory conditions of the urinary organs of a 
subacute type, which have resisted ordinary methods of treat- 
ment, that an incision may be made over the offending viscus 
and the cellular tissue in their immediate neighbourhood freely 
opened with a carefully aseptised finger, the wound being subse- 
quently drained from a week to a fortnight. 

Dangers.—The aseptic surgeon has entirely lost his fear of the 
cellular tissue, as he has of the serous cavities, and the parts 
around the bladder and kidney are nowadays explored freely and 
without danger. I have myself explored the kidney region over 
70 times, and the suprapubic region over 60 times, in performing 
various operations, and I can only record one case in each section 
in which the cellular tissue was dangerously affected by leakage 
from the diseased organ, a condition which would not, of course, 
occur, if the organ is left untouched as it is by the procedure I 
advise. 

On the other hand, it is difficult to conceive anything more 
detrimental than a cellulitis set up by a slovenly septic surgeon. 
Nor is it easy to realise the damage which may be caused by a 
surgeon breaking into a tubercular or carcinomatous deposit and 
permitting the infecting contents to spread themselves over the 
area which has been laid open merely for drainage. 


Mr. MarMADUKE SHEILD said that cellulitis was excited in the course 
of operations rendered necessary by the condition of the bladder or 
kidneys, and it was therefore open to the criticism that it was rather the 
operation than the consequent cellulitis that afforded the relief. Referring 
to the case in which an abscess in the neighbourhood of the bladder had 
been diagnosed by the cystoscope to have burst into that viscus, he 
observed that the author had enlarged the opening of the abscess, and 
after cutting down upon the supposed abscess and not finding it, he had 
inserted a drainage tube, the patient then getting well. He (Mr. Sheild) 
suggested that this was a very remarkable history, and, speaking under 
correction, he asked whether the author was not of opinion that abscesses 
bursting into the bladder were the most intractable affections that could 
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well be met with, and whether it was not the general experience that they 
did not usually get well until the cause was removed or they were 
thoroughly drained. He asked for some further explanation on this 
point. He supposed that what the author was aiming at was the great 
principle of what used to be called counter-irritation. For instance, in 
inflammatory affections of the bladder they were all aware of the benefit 
that sometimes followed blistering the perineum or irrigating the inner 
sides of the thighs. That was an established fact in clinical practice, and 
he thought that the author’s cases pointed to a further elucidation of that 
principle. He had, however, failed to follow the author when he said he 
would excite cellulitis by an incision, and he asked whether the incisions 
made by him were not undertaken rather by way of operation than for 
the purpose of exciting inflammation. The paper hardly justified its 
title. 

Dr. AMAND Rovrts asked the author whether he was quite sure that he 
had succeeded in exciting a fresh cellulitis in the cases he had described. 
From the description given this was doubtful, for in all the cases 
cellulitis probably already existed. If, however, fresh cellulitis was 
started, one would expect to find that adjacent organs, previously mobile, 
became fixed, but no mention of this was made. It was possible also 
that if a new cellulitis were set up, it might get beyond the author’s 
control, spreading along continuous planes of cellular tissue, like the 
‘““remote” parametric phlegmon, described by Matthews Duncan. He 
asked the author how he proposed to control the course of a cellulitis thus 
set up, for with bowel adjacent it could hadly be kept asceptic. His own 
impression was that the drainage, which the author wisely adopted after 
making the incisions, had really been the means of doing good, and that 
there was no evidence of cure being due to the induction of cellulitis. 
The drainage would also tend to relieve any cellulitis existing before the 
operation. 

Mr. Frenwick, in reply, said that Mr. Sheild had admitted the analogy 
between the procedure he advocated and the old-fashioned seton ; that 
was the point of his paper. He thought that in abolishing the seton, the 
blister, and the old-fashioned poultice, surgeons had deprived themselves 
of one means of diminishing internal inflammation. As aseptic surgery 
could excite a greater counter-irritation than was possible by the older 
methods, and as the counter-irritation could be controlled in severity by 
limiting the introduction of germs, he submitted that a distinct advance 
had been made. He allowed that in some of the cases quoted in the 
paper, the incisions had been made mostly in course of abortive operations : 
but these were the cases on which he had built up his proposal, and he 
had purposely quoted them to indicate the steps he had taken. He 
apologised for having curtailed his remarks on the case of pyaemic abscess 
in the cellular tissue of the pelvis breaking into the bladder. Mr. Sheild 
had evidently misunderstood the brief outline which he had given. The 
history of this case was very remarkable. In January, 1894, the patient 
had had a miscarriage, followed by pyzmic abscesses in the wrist, elbow, 
and other parts of the body, all of which were incised. She ultimately 
recovered with ankylosis of the elbow and wrist, but just when her 
medical man thought that all trouble was over, she began to pass pus in 
the urine and developed all the symptoms of acute cystitis. There was 
an abdominal swelling feelable above the pubes, apparently marking the 
site of the inflammation and suppuration. The abdominal pain she 
suffered was probably largely due to localised peritonitis. When this 
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subsided she was sent to London to be examined by a gynecologist, 
with the electric light, but the opening of the abscess into the bladder 
was not discovered, and it remained uncertain where it had actually 
burst. The gynecologist under whose care she came declined to do a 
laparotomy in search of an abscess sac, which might not be in the pelvis 
proper, but in the pelvic cellular tissue. No benefit followed from the 
treatment advised, and some time later she had been sent to the author 
for a further examination of the bladder. On looking into the bladder 
he was confronted with the peculiar phenomenon he had described, viz., 
semi-solid pus being squeezed through a minute aperture and issuing in 
the form of long tape-like pieces of white pus. The impression left on 
his mind was, that there was a very tense abscess sac on the right side of 
the bladder, low down, which was gradually forcing its inspissated 
contents through a small opening into that viscus. It was not without 
considerable difficulty that he succeeded in introducing, by way of. the 
urethra, the point of a probe into the aperture whence these tapes of pus 
were being extruded. He accomplished this under control of the lght, 
both probe and cystoscope being in the bladder at once. When at last he 
succeeded, a large quantity of pus was suddenly freed and escaped alongside 
the probe into the bladder, obscuring the light, rendering it impossible to 
see anything more. He attributed a great deal of the subsequent difficulty 
in finding the abscess to his having allowed a great deal of pus to escape. 
He then put the patient into the Trendelenberg position and performed 
laparotomy, expecting to find that the pelvic abscess had originated in 
the ovary. He found, however, the pelvic floor entirely free from disease, 
and the ovary sound. He, therefore, came to the conclusion that the 
abscess was beneath the peritoneum. He then attacked the sac from 
below by cutting through the roof of the vagina, but failed to open the 
collapsed sac by this route, though the exploration was free. He, there- 
fore, contented himself with draining the vaginal roof incision in the hope 
that the stimulation of the neighbourhood of the abscess would, with the 
enlargement of its orifice into the bladder, be sufficient to provoke healing. 
After this the pain diminished and finally disappeared, the pus and the 
irritability vanished, and the patient was cured. 


A CASE OF NASAL POLYPI CONTAINING BLOOD- 
CYSTS. 


By W. Spencer Warson, F.R.C.S. Eng., M.B. Lond. 


As an introduction to the case related: below 1 will in the first 
place quote from Zuckerkandl’s work (‘Normale and Patho- 
logische Anatomie der Nasenhohle,’ vol. ii), where he describes 
appearances seen in the cadaver representing approximately what 
was the probable condition of the parts in my own case before 
operating. Zuckerkandl prefaces his reports by the following 
remarks :—“ The formation of cysts in polypi is often noticeable ; 
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complete cystic degeneration of such growths is more rare.” He 
proceeds to describe two cases of the latter kind :— 


CasE A.—In this case “there are two cystic polypi close to one another 
in the right nasal cavity ; one is attached to the uncinate process, and the 
other to the free border of the superior turbinate of the ethmoid. In 
many spots the nasal mucous membrane is thickened and marked by 
wart-like growths. The posterior extremities of the turbinals are swollen, 
and that of the inferior has a small papilloma attached to it. After re- 
moving the middle turbinal, no crescentic cleft is visible, as is usually the 
case, for it is hidden by a large growth, which, with its base, occupies the 
entire breadth of the balla ethmoidalis. The tumour is of a gelatinous 
consistence, and presents on its surface many rounded boss-like projec- 
tions, from which when pricked a clear fluid exudes. A second polypus 
is attached to the free border of the upper turbinal. It is smaller than 
the other and is likewise dotted over with cysts which form roundish 
elevations. From the external surface of this polypus a secondary small 
plug-like growth extends ; this is closely applied to the middle turbinate, 
and where they meet the mucous membrane of the turbinal is covered with 
cysts. It is obvious that the pressure upon the contiguous membranes 
has closed the openings of the glands and thus caused retention of the 
secretions. Cysts are found scattered throughout the lining of the 
ethmoidal cells, and some of them are as large as a bean.” 


Case B (with drawing).—“ A large cystic polypus adherent to the 
external wall of the nares. 

“On the right side the cystic growth hangs by a short thick pedicle 
and is larger than in Case A ; it completely fills up the middle meatus 
and contains many cysts, varying in size from that of a hemp-seed to that 
of a lentil, or even larger, and closely packed together. The septa between 
the cysts are some of them thick and others thin, and composed of sinuous 
connective tissue, which in places exhibits obvious and considerable 
infiltration with round cells. Here and there the septa have disappeared 
and several cysts have become confluent, forming large cavities. On the 
free surface of the growth the wall of the cysts is very thin, in places quite 
transparent, and composed of connective tissue with but few cells. The 
epithelial lining of the cysts is well preserved. The contents of the cysts 
are in part finely granular, in part made up of small lumps. The peduncle 
of the tumour consists in great measure of a connective tissue stroma 
containing round cells, in which, in addition to well-preserved glands, 
acini are to be found ina state of cystic degeneration. The middle of the 
peduncle is occupied by a broad layer of bone, which corresponds with 
the elongated uncinate process, and is remarkable for its great softness. 
The external portion of the cystic growth 7s not free, but altogether adherent 
to the external wall of the nares and to the dorsum of the inferior 
turbinate, a peculiarity which I have not observed in any other case. 
This accounts for the fact that there is nothing to be seen of the hiatus 
semilunaris, the infundibulum, and the openings of the frontal sinus and 
for the antra, which are altogether involved in the adhesion. 

“ Attempts to separate the cystic growth bring away at the same time the 
mucous membrane of the external wall. Under the microscope the outer 
side of the tumour is seen to be covered by a thick coating, in which 
glands in a corresponding state of cystic degeneration can be made out. 
A growth such as that described could not be removed by means of a 
wire loop.” \ 
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In both the above cases it is noted that the antra maxillaria 
were lined by a thickened membrane closely adherent to the bone, 
and containing glands which had undergone cystic degeneration. 

No clinical history or account is given of these eases. 

I now come to my own case, of which the history is as 
follows :— 


Casze.—Mr. J. J. M., aged 51. years, an indigo planter, who has 
lived many years in India, was sent to see me by Dr. George Johnston, 
of Manchester Square. He is a well-built, muscular man of about middle 
height, accustomed to athletic exercises, and to training horses and 
steeplechasing. In the course of his life he has met with several severe 
injuries, having twice broken his collar-bone, had a starred fracture of 
the patella, and broken the bones of his face and head, besides suffering 
from falls and bruises too numerous to take any account of. His com- 
piexion when I first saw him was of a livid bluish tint, almost purple, 
and his breathing almost entirely by the mouth, with evident obstruction 
of both nares, and with a characteristic nasal voice and muffled 
articulation. He was subject to violent noisy paroxysms of sneezing, but 
in spite of the obstruction to his breathing and loud snoring, had always 
been and was then a good sleeper. The nose is much disfigured by 
various injuries, the right side being marked by cicatrices and somewhat 
flattened out on the cheek. The bridge maintained its position, though 
slightly depressed at its upper part. The obstruction to nasal breathing 
had been going on for years, but had only become complete about six 
months before I saw him. 

He had had one injury to the nose in early infancy, a second when 
25 years of age, due to a kick from a horse, and a third 15 years ago, 
as an immediate result of which his nose was, as he expressed 1, “all 
over his face.” 

He has always been subject to colds, with sneezing in loud but not 
very long paroxysms. He has never had asthma, nor is asthma known 
to have attacked any member of the family, which however has a 
phthisical history. He himself was, as a young man, supposed to be 
consumptive, but although he had a slight cough recently, he was, he 
thought, now quite free from any consumptive tendency. His chest 
was well formed and his frame well nourished. He smoked cigarettes 
all day long, with short intermissions, and was taking alcohol freely, but 
had never been an excessive drinker. 

Condition on June 19th, 1893.—The right nostril has a narrow vestibule, 
from the septum being pushed over to the right side, and so leaving a 
narrow chink between it and the outer wall. This narrow space is 
occluded by polypi. On the left side the vestibule is normal in size, and 
occupied at its upper part by a closely-packed yellowish semi-translucent 
growth. There are no visible polypi in the naso-pharynx, nor can any 
be felt there by the finger passed into it through the mouth. Polyp 
have been removed at various times; on the last occasion three years 
ago, when only small pieces were removed. 

The snare (here shown) was passed in (after cocaine had been freely 
applied) on both sides, and several large pieces of polypus removed from 
the left side. A larger one was removed from the right side by means 
of the “ring-knife.” Mr. M. declared that the operations were 


‘a 


en i 
gl 





(To face p. 83.) 












































Pre. 2. Fre, 2. 






























































A CASE OF NASAL POLYPI CONTAINING BLOOD-CYSTS. 83 


painless. Ou June 29th, July 6th, 14th, 17th, and 20th, similar operations 
were performed, somewhat large polypi with broad bases being removed 
on each occasion. 

(Drawings and preparations here shown.) See Plate, Figs. 1, 2,3, and 4. 

On July 19th and August 22nd the electric cautery was applied, and 
some smaller remaining polypi burnt off by the cautery loop. 

Mr. M. returned from an excursion to the Isle of Skye on 
November 13th, z.¢., about ten weeks after the last of these operations. 
The breath-channels were quite free, the voice improved most markedly, 
and he expressed himself as feeling perfectly well. No polypi were 
then visible in the nasal fossze. He shortly after returned to India, and 
his brother, a medical man on leave from Calcutta, reported that he saw 
him about Christmas last, when he was quite free from all nose trouble 
and thoroughly well in all respects. Further reports of a favourable 
progress have since been received. 


The microscopic sections and the mounted specimens in the jar, 
show that the polypi are for the most part made up of a myxoma- 
tous matrix studded with cysts, the result of degenerated glands. 
Some of these cysts are occupied by firm adherent blood-clot, and 
some are distended by dark venous blood which in the recent state 
gave some of the masses the appearance of nevoid growths. 
Some of these cystic polypi are broad-based, and well illustrate 
the remark of Zuckerkand! that they cannot well be removed by 
means of an ordinary snare. They were firmly attached to the 
outer walls and could only be detached by the employment of a 
cutting edge, such as that of my “ring-knife,” which was very 
useful in this particular case. 

A few, however (as seen in the mounted specimens), were 
pedunculated, and had the naked-eye appearances of ordinary 
gelatinous polypi. On cutting into them, however, they were seen 
to be studded with very minute cysts, some visible without the 
use of a lens, but others visible only when sections were examined 
under the microscope. Hach cyst was seen to be lined by a more 
or less perfect epithelium, and to have débris of gland-cells, and 
in some cases blood lying loose in their cavities. 

Of those shown the most striking and unusual specimen is that 
figured in Plate, Fig. 2 (one of the two central pieces in the 
preparation jar). It is flattened and broad-based with closely 
agoregated cysts and a firm, almost cartilaginous intermediate 
tissue. When fresh it had a purplish-red colour, due to blood 
contained in the cysts, which are well seen in the preparation to 
be filled with firm clot in some parts, whilst in others the cavities 


are now empty, but when fresh contained either stringy mucus or 
6—2 
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fluid blood. These cysts have the appearance of glands which 
have undergone degenerative changes. Mr. Targett (of the Coll. 
of Surgeons), however, to whom Iam indebted for making micro- 
scopic sections and examining them, tells me “ that he regards these 
cysts as the results of invagination of the surface epithelium in 
the form of crypts, and that in this respect the cystiform mass 
resembles the tonsil; that sections of these depressions look (in 
microscopic specimens) like rounded spaces lined with epithelium, 
and possessing a distinct lumen. The blood cysts he regards as 
of similar origin, but altered by accidental hemorrhage.” The 
blood within them led at first to a suspicion that we had to do 
here with a nevoid tissue, but this is rendered improbable, first, 
from the fact that a similar blood-cyst occurred in other polypi, 
as, for instance, in the specimen depicted in Plate, Figs. 3 and 4, 
in which the position of a solitary blood-cyst near the margin 
negatives the idea of a nevoid degeneration; and, secondly, 
because in the removal of the growth by a cutting instrument 
there was very little hemorrhage, and no hemorrhage had 
occurred at any time during the treatment, or in the course of the 
previous history of the case. The fact that the patient had 
suffered many local injuries may, perhaps, account for the presence 
of blood within the cysts. There is a striking external resem- 
blance in these specimens to the cystic growths represented in 
Zuckerkandl’s delineations, and there can be little doubt that they 
are of the same nature, and occupied similar positions in the nasal 
fosse. Bosworth, Robin, and Moure, report similar cystic degene- 
rations of the glands in the nasal fosse associated with polypoid 
growths. 

The broad bases adherent to the outer wall of the fossa in 
these cases renders them very difficult of removal by the ordinary 
methods, and I therefore wish to emphasise the advantage of the 
use of the ring-knife whenever there is reason to believe that a 
polypus thus situated is of the cystic variety. The diagnosis is 
not easy, but sometimes the superficial bosses and rounded 
prominences come into view after the removal of the more 
superficial growths, which resemble for the most part ordinary 
gelatinous polypi. The history of a long continuance of nasal 
obstruction after repeated operations, as in the case related, makes 
it probable (in the absence of evidence of the existence of hyper- 
trophy of the hinder ends of the inferior turbinals) that the 
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obstruction is due to enlargement of the region of the middle 
turbinal, or of growths beneath it in the middle meatus. In such 
cases the removal of the middle turbinal may be necessary as a 
preliminary operation, but in my case I found the cystic growth 
without meeting any difficulty from the overhanging turbinal. 
Probably it had been absorbed. by pressure or thrust so much out 
of the way that it was unnoticed. 

As to the method of operating we had to dealin this instance 
with a patient of a truly Spartan temperament, a gentleman who 
made light of the most severe injuries, and who seemed to rather 
glory in the endurance of procedures which would have terrified 
more timid persons. I therefore operated with the aid of cocaine 
(20 per cent. solutioa with 4 per cent. of pure carbolic acid), and 
he assured me that he felt no pain, nor did he give any evidence 
of suffermg. In such a case it is obviously better not to use a 
general anesthetic, but, unless the patient has such heroic 
qualities, it is better to suggest the use of ether or chloroform, or, 
still better, nitrous oxide gas. 





January 14th, 1895. 


CYCLING AND HEART DISEASE. 
By Sir Bensamin Warp Ricuarpson, M.D., F.R.S. 


In Paris, a few months ago, Dr. Petit read a paper at the 
Academy on Cycling and Heart Disease, with some comments on 
cycling generally, which attracted much attention from the 
medical world there. Cycling commenced early in France, and 
was followed by many medical men. Indeed, the first cycle I 
saw at work, in the year 1568, was in Normandy, its rider being a 
medical practitioner who made his journeys on his machine, a 
fairly good bicycle for that day. But the general use of bicycles 
and the introduction of tricycles passed most largely into this 
essentially mechanical country of Hngland, where the art of 
cycling has made, in a single generation, a progress which in some 
senses competes with the railway system itself, and which is 
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destined to be one of the forces of the world. Under the initiation 
of some cyclists in France, a remarkable following, of young men 
especially, has recently been developed, so that the streets of 
Paris, like those of London, are filled with swift and skilful riders. 
Petit asserted that there might be 100,000 riders in Paris alone, 
amongst whom there must of necessity, he thought, be some, 
perhaps 1 per cent., who were suffering from heart disease. He 
himself had met with three cases in which persons who were riders 
had suffered fatal consequences. 

The subject thus started has created a marked impression in 
this country, and from members of the profession several questions 
have been sent to me inquiring whether, in my experience on this 
matter, danger of heart disease is to be expected, since it happens 
that my experience in cycling is considerable. I have been a 
cyclist since 1877; have ridden with numberless riders of different 
ages and sexes at all seasons of the year, on roads and gradients of 
the most varied kind, and often for long distances. It has also 
been my privilege to preside for 10 years over a society of scientific 
cyclists, and to have heard there the opinions of the best of the 
fraternity on the many subjects connected with the work. I 
venture therefore to speak, with some original knowledge on the 
subject, to this strictly medical audience, upon a pastime and 
exercise which has become national, and regarding the effects of 
which the medical community ought, of all others, to be most 
interested. 

There is what may be called a physiology, a pathology, and a 
practice derivable from observations on cycling, in the study of 
which many parts and functions of the body are concerned ; but 
inasmuch as the effects of cycling on the heart have been the first 
of moment brought under observation, and as this one subject 1s 
large enough for even a series of papers, I shall confine myself to 
three points :— 

(1) The immediate effects of the exercise on the heart and 

circulation as observed on the rider. 

(2) The after effects as observed in the consulting room or sick 
chamber, with the conditions, in regard to the circulation 
and the heart, in which riding is favourable or unfayvour- 
able. 

(3) A summary of the more salient and practical considerations 
of a purely medical nature. 


CYCLING AND HEART DISEASE. 87 


I.—ImMEDIATE HFFECTS ON RIDERS. 


The exercise of cycling has an effect upon the body at large, but 
it is upon the heart and circulation that it tells primarily and dis- 
tinctively. In this it differs from many other exercises. Rowing 
tells most on the breathing organs; the work of dumb-bells, and 
of other exercises where the muscles are moved without progres- 
sion of the body, tells most on the muscles themselves; and 
long pedestrian feats, with climbing, tell on the nervous system. 
In cycling, as in running, the heart and circulation first give 
demonstrative evidence of important change of action. In all 
riders at all ages, in riders who are practised in the art, as well 
as in riders who are neither practised nor extreme in the 
work, there is, in the beginning of each attempt, a quickened 
circulation, although there may be no consciousness of the 
phenomenon. The pulse at the same time is full and bounding, 
and there is the further fact that throughout the ride there 
is a continued rapidity, not amounting to the same degree 
as at first, but, if the pace be even moderate, rarely falling 
under the hundred pulsations per minute. In men advanced in 
life the increase, relatively, is observed as in younger men, a 
circumstance that tallies with the rise of the senile pulse normally, 
as if senility were indeed a part of the second childhood. The 
rise of the pulse is considerably increased in the act of climbing 
ascents, with a fall on horizontal planes, and well-marked fall in 
descents, especially if the feet be taken off the pedals, as is the 
practice of accomplished cyclists. The strokes may come down 
to their natural number if the descent be long, and if there 
be no disturbing act that interferes with the cardiac motion, such 
as jerkings from a rough road, an interference by no means 
infrequent, and always detrimental to the rider, especially if he or 
she be of what is called nervous temperament. 

While the pulse is increased in action, the heart, if examined 
during a few moments of rest in order to permit of auscultatory 
examination, is found to be of full bound like the pulse. The 
external impulse is very pronounced, and the sounds of the heart 
are full and determinate, with, not infrequently, an accentuation 
of the second sound. The dulness of the cardiac region is also 
extended, indicating that the cavities of the heart are at their 
fullest distension. 
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I do not think the practice of cycling, though it be daily con- 
tinued, leads to steadiness or quietness of pulse. I have noticed 
that regular riders, as well as occasional, have quickened pulsation 
during the exercise. ‘To some extent there is diminution in rate 
of rapidity, but there is never an actual return, at the time of 
movement, to the natural standard. It is often observable also 
that the pulse-stroke takes a distinct form on the sphygmograph. 
The impulse stroke is lengthened ; the recoil is longer, and the 
angle is sharper than is normal; the third event from closure of 
the aortic valves is usually sharply marked, and, as is necessary 
owing to the rapidity, the strokes are near together. : 

The character of the stroke as a whole is very much like that 
produced by alcohol. There is at the same time this difference 
between the alcoholic stroke and the cycling—the alcoholic 
is not maintained for a long period; as the influence of the 
alcohol passes off, and the body begins to cool, the pulse 
begins to fall and occasionally to intermit, so that more alcohol 
as a stimulant is called for owing to the central failure of 
the circulation. In cycling, so long as the exercise can be 
continued, the increase of cardiac motion is continued, the act 
of movement on the machine seeming sufficient to keep the circu- 
lation in its vigorous tension. This accounts, I conceive, for the 
astounding journeys which the fully-trained cyclist can undertake 
when he is in his prime. The same accounts, I suppose, for his 
endurance against sleep, the circulation through the brain being 
one continued series of waves, by which the molecular repose 
occurring during natural sleep is suspended. 

According to my experience, no rider on a cycle escapes the 
quickened motion of the heart, and Kolb, whose admirable work 
on the ‘ Physiology of Sport’ betrays, at once, a truly observant 
and unbiassed judgment, comes to the same conclusion. The 
statement, as a matter of fact, is sufficient of itself to cause a 
degree of alarm to those who have not studied the question 
practically ; yet, strange as it is, it is only fair to say that the 
mischief which follows the over-action does not, at the moment, 
lead to the appearance of any such amount of danger as might, a 
priort, be expected. I have never once in my life seen a rider so 
embarrassed by cardiac over-action as to cause him to feel it 
necessary abruptly to stop in order to dismount and seek rest. I 
_ have seen riders dismount from their machines in ascents because 
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of the difficulty of propulsion, and I have occasionally seen one who 
has complained of slight breathlessness, whichsoon has passed away ; 
but I have never known one grow giddy or describe symptoms 
of angina or other indication of cardiac embarrassment. Indeed, 
there are some very peculiar facts bearing on the point, which are 
quite clear as facts though difficult to account for. For example, 
I knew a good and practised rider who, on his machine, could 
climb a hill I could not attempt, and who did not feel, on his part, 
anything peculiar; but this same rider, if he were asked to mount 
a flight of stairs on foot, such as the stairs of the Monument, 
would become almost incapable of doing the same after he had 
ascended a very short distance, would have to rest many times in 
the ascent, and would complain both of breathlessness and palpi- 
tation. We might be inclined to say, therefore, that cycling, 
though it increases the rate of the circulation so rapidly, is not 
injurious. There, however, I think we should be wrong, because 
there has not been length of time enough to determine from many 
cases what the ultimate effect of long-continued and hard riding 
may be. The evidence on this particular subject is unfavourable 
at a general glance, for it must be admitted that several accom- 
plished and skilful riders have, after some years, succumbed 
prematurely, from diseases of the circulation, but there has been 
no sufficient pathological inquiry to prove in what way the damage 
was developed. 


Il.—Arter EFFECTS AS OBSERVED IN THE ConsuLTING ROOM OR 
Sick CHAMBER. 


The physiological modification in the motion of the heart which 
has now been noticed, and which, I believe, is universal amongst 
riders, leads to the question of the after effects of riding by those 
who have already some disease of the heart or great blood vessels, 
such effects as we may witness in the consulting room or sick 
chamber. Dr. Petit suggests that out of 100 riders of mixed ages 
there is sure to be one at least who is affected with heart disease, 
and it is only fair to admit that his calculation is extremely 
modest. The wonder, therefore, is why so few suffer from the 
exercise in an immediate manner. He seems to have known of 
two or three sudden deaths from cycling, but he does not tell us 
how many hundreds of thousands of persons form the body of 
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riders out of which this conclusion was drawn. For my own part, 
since the year 1877, during which time my mind has been from 
week to week directed to records of cycling and cyclists, I can 
only calculate from five to six instances, physical accidents 
excluded, in which a cyclist has died immediately during the 
exercise, and I am not sure that in any of these cases the fatal 
condition was induced by the influence of the exercise upon the 
circulatory system of the blood, or upon the heart. It is just to 
say there may have been sudden deaths in this country during 
cycling, but it is quite unjust to affirm that all who have died thus 
suddenly have succumbed from heart disease, inasmuch as many 
of the catastrophes have occurred from direct lesion, over which 
the rider had no control and which might happen in any swift 
mode of motion. The scene changes when we have to consider 
continued effect for some years on those in whom the elastic 
tissues have lost much of their elasticity. It is certain that there 
are many men and women in whom the circulation becomes dis- 
turbed, and, if I may so express myself, distrained, by an arduous 
pursuit of the exercise; but fortunately there comes with this a 
saving distaste for the exercise which gives protection. You ask 
one who has been a cyclist why he has given up the cycle, of 
which, perhaps, he was once an enthusiastic supporter. He tells 
you that he has nothing to say against it, but for some obscure 
reason he has not felt inclined to keep it up, and that he has not 
ridden for many weeks or months. You look a little deeper in 
instances of this kind, and you detect that there is some feeble- 
ness of the circulation; that there is coldness of the extremities, 
an unnatural languor and inability to sustain fatigue, and a 
rather quick weariness, if exercise be tried on the machine. 
I have known a man who would think nothing at one time of 
riding to Barnet and back (ZO miles), but would feel what he called 
invigorated by it, who at this time, after some ten years of the 
work, would be wearied at riding twice round the Regent’s Park 
(4 miles). This change of condition goes by a kind of rule, but it 
admits of many and striking exceptions. I recall one example 
in which a gentleman who, as an enthusiastic rider, kept up the 
practice for a great many years, after he was an octogenarian, 
was so little influenced by the exercise except for good that he 
rode one day from London to Bedford (50 miles), and experienced 
little more fatigue than the youngest of his companions. 
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Reviewing the effect of cycling then upon the heart, while it 
must be admitted that as a stimulant it tells upon the heart in the 
most striking manner, quickens the circulation, and causes a rapid 
flow or flush of blood through the tissues of the body, it is the 
remote rather than the immediate effect, central and peripheral, 
that is injurious. Hence the reason why so many thousands of 
cyclists carry the exercise to an extreme degree, and are so rarely 
subjected to early fatal consequences, The experience is gratify- 
ing. At the same time it does not remove a second line of 
experience—namely, that long persistent stimulation from riding 
induces changes which lead to a gradual deterioration, due 
probably to degeneration of the elastic tissue and incompetency of 
that tissue to fulfil its little appreciated, but all important, 
functions in the body at large. 

At the conclusion I will state a few general propositions in 
respect to the best medical advice that can be given to cyclists ; 
but at this moment I will take into consideration the important 
question whether there are conditions of the heart and circula- 
tion in which the exercise requires to be specially regulated 
or forbidden. I quite agree with Dr. Petit that 1 per cent. of 
persons who ride the cycle are likely to be suffering at the time. 
from some irregularity of the heart-beat, or from some form of 
valvular or vascular disease; and yet there stares us in the face 
the patent fact that thousands of persons of different ages are 
cycling, and are not becoming, to their own consciousness, victims 
of the exercise. Nothing has surprised me so much as _ the 
immunity of cyclists who are actually suffering from symptoms 
of cardiac disorder. I am perhaps making what may be thought 
to be a strange statement, and yet I am perfectly sure it is a true 
statement, that there are marked conditions, strongly objective 
conditions, of diseases of the circulation in which, though danger 
might be expected, benefit has arisen from the exercise. Let me 
name some of these. 

Varicose Veins—When cycling first became fashionable, there 
was great fear that a varicose state of the veins was likely to prove 
an objection to it. A member of our own profession consulted 
me on this point. He was devoted to the exercise, but was 
affected with extreme enlargement of veins in the lower limbs, 
the varicose condition extending into the thighs. He had for 
many years worn an elastic stocking, and it seemed to him 
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impossible that he could, with safety, continue to cycle; and yet, 
he added, “I have ridden for six months, and I must say that, if 
anything, the veins have decreased in size, while no unpleasant 
symptom has resulted.” I advised that he should continue, in 
moderation, to use the cycle; that he should carefully watch the 
effects, and that he should permit me now and then to make a 
careful examination and measurement. This was carried out, and, 
it 1s proper to report, with very good results. A cure certainly 
was not effected, but the veins distinctly decreased in size, and he 
has continued without any new occasion for anxiety. One further 
observation he also made—namely, that if from any circumstance 
he ceased to cycle for some days, and was confined to sedentary 
work, an increase in the size of the’ veins always followed, an 
increase that passed away when the exercise was resumed. These 
good effects were produced, I doubt not, by the difference in the 
rapidity of the circulation. Under cycling the rate of the arterial 
circulation was increased; the course of blood through the capil- 
laries was quickened ; and, the column of blood through the passive 
veins flowed with greater ease and regularity. The passage of 
blood through the portal system would also be accelerated, as the 
function of the liver was being more actively carried on, a 
function the activity of which is certainly improved by cycling. 
The phenomena presented in the case just described led me to 
make further inquiries amongst other riders, and as varicosity of 
the veins is by no means an uncommon condition, | have been 
able to collect what I think leads to a conclusive detail. I am 
satisfied, because I have never seen an opposing fact, that cycling 
does not increase the varicose condition, and that sometimes it 
causes a ‘decrease of it, although never an actual cure. I have 
twice seen an accident in this class of cases when, from getting off 
too hastily from a machine, the limb has been struck, a distended 
vein has been injured, and a profuse ecchymosis has followed ; 
but such an accident is of course merely contingent, and suggests 
that persons with varicose veins ought to exercise greater care 
than those who are more fortunately placed. 

Fatty Degeneration—I have several times had occasion to see 
cycling carried out where there has been good reason to expect 
fatty degeneration of the heart. A typical case will present itself 
as follows:—A person of middle age will have been engaged in 
some sedentary pursuit which has prevented the due exercise of 
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the body, and has induced that kind of physical lethargy—-which 
may be called desk or office lethargy—we all so fully understand. 
The body is too heavy; the secretions are sluggish; the face is 
pale; the mind is at one time dull, at another time irritable; a 
small portion of pedestrian exercise wearies the lower limbs, 
which have not sufficient strength to carry the hody any distance ; 
the circulation is feeble; there is digestive indifference, and there 
are occasional pains flying across the chest and extending down 
the arms, with slight difficulties of respiration. When the heart 
is examined it is found to be enfeebled. It is as if it were too 
small for the body, and the sounds attendant on the tension of 
the valves are obscure; or the second sound may be slightly 
accentuated, and there may be just a trace of intermittency. 
The symptoms give alarm, and cycling may seem a dangerous 
or hazardous mode of exercise in the face of phenomena which 
suggest an early stage of cardiac degenerative change. A few 
short cycle rides are tried, and it is found that they bring a relief 
that seems almost sovereign in its efficacy. The skin acts freely ; 
the kidneys throw off a full amount of urine, often accompanied 
with a copious lithate deposit; the liver acts better; the mind is 
relieved, as if a cloud of oppression were lifted from it; mental 
work is more vigorously conducted, and the advantage of the 
exercise is extolled. 

The question now before the physician, whether it is safe to 
whip on a circulation and a heart which have become so 
enfeebled, is answered by practice affirmatively. It seems at first 
hazardous to force the heart to increased efforts, but practice 
shows that danger is virtually nil, and that if cycling exercise be 
carried out with moderation, not every day, but two or three times 
a week, if it be done without strain from hill climbing, and if 
it be not too long continued at the same stretch, it proves as a 
rule an actual remedy. 

Of the facts above stated I have had the opportunity of seeing 
some of the most singular illustrations, of which one is a sufficient 
example. A patient who, in early life, had worked with great 
assiduity in a sedentary occupation, turned, as he called it, “a 
corner,” and began to amass money. He continued to be success- 
ful, and still working on lived to his fiftieth year, when, having 
gained a large fortune, he determined to retire from business, 
occupy a small mansion, and “enjoy the remainder of his days.” 
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As not uncommonly happens to such a person, he, although a man 
of sound constitution and good heredity, fell gradually into a 
kind of physical and mental inertia. The leisure he had longed 
for became irksome: he grew unduly fat; he grew anemic. For 
a time he tried to work in his garden, but that was insufficient, 
and indeed at last, after being on his legs for some hour or two, 
he felt it necessary to return to the house to find rest in the 
recumbent posture, and very often in luxurious sleep. In the 
course of a few months he became so easily tired, on exercise, that 
he could not walk half a mile; he was extremely nervous when 
any vehicle crossed his path, had occasional slight attacks of a 
gouty character, and extreme depression of mind. Various 
medical formulas and changes of diet were adopted in his case, 
but there was no improvement. His pulse became extremely 
weak, the heart’s action so feeble, that, the chest being large, it 
was really difficult to make ont the heart’s sounds, and all the 
symptoms suggested the idea of fatty degeneration of the heart, 
He seemed to be the most unlikely subject in the world to be 
benefited by cycling at the period when these symptoms were 
present, a period when the tricycle was just coming into 
fashion. 

I ventured, nevertheless, from the little experience I had then 
acquired, to recommend the exercise, of course in the most 
cautious and guarded manner. The exercise was commenced 
under proper training, and it astonished me to observe that 
in two or three days this gentleman could do his three miles 
on a level road, not only without discomfort, but with actual 
pleasure to himself, and with the sensation that he was much 
relieved by it, and better for it. Soon he took the reins in his 
own hands, and at the end of six weeks rode, one day, 15 miles, 
without the least fatigue, in every sense a healthier man. He 
soon became a very good rider; found pleasure in the work; did 
not hesitate to take his 35 to 40 milesa day; sat gracefully on 
his machine, and was as good a climber as I have ever seen. He lost 
two stones in weight, greatly to his advantage; got into thorongh 
good health; kept up moderate riding, and to this day remains a 
splendid specimen of the value of the effort. It is worth while 
to observe that the effect of the exercise on the heart of this 
gentleman was from the first satisfactory. The motion of the 
organ was increased with advantage as to strength, so that the 
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sounds became completely normal, and the current of the wa 
through the tissues was improved. 

Senile Faclure-—I had before me another example, in which 
failure of the circulation appeared to be dependent on decrepitude 
from age, and in which cycling seemed to be equally useful. The 
patient in this instance was a man of over 75 years, who was, as 
is commonly said, breaking up. He was getting somewhat 
emaciated; was easily subjected tu colds; bore the effects of cold 
indifferently ; was able to take but little exercise; sought the fire 
and warm places, and was tempted to carry an extreme weight of 
clothing. He complained that his feet were very cold at night, 
and that he could not sleep until he got warm. While at a sea- 
side place he commenced cycling exercise, for a temporary change, 
in accordance with advice which I had very cautiously given to 
him. He was at first a nervous rider, but by-and-bye, as he 
gained experience, he met the little difficulties one by one, and 
rode creditably. He wrote me one day to tell me how well he 
was getting on, and that, using my own language, he had become 
so master of his machine, it was to him something like a part 
of himself. There could be no doubt that he improved in every 
way; that his enfeebled heart grew stronger; that his breathing 
was much more free; that he was generally warmer throughout 
his body; that he was less susceptible to cold; that his appetite im- 
proved ; and that, in short, to a considerable extent, he had renewed 
his life. Added to that, his hfe became much lighter in a mental 
point of view. He visited me two years ago, and, for his years, 
was one of the halest specimens one could wish to meet. He had 
continued his exercise in a moderate degree, and, as far as I 
know, he still lives. 

T am forced to consider that in both these cases the exercise 
added a considerable term of life, and I do not know that any 
other exercise could have taken its place in the same desirable 
manner. Horse exercise, by the acts of mounting; by the vibra- 
tion communicated to the body of the horseman; by the varied 
movements of the animal, in the walk, the trot, the canter, and 
the gallop; by the up and down motions on the saddle, and by the 
nervousness of being carried along in a course not altogether 
under the absolute control of the rider,—horse exercise is not in 
the least degree comparable with cycling in these cases. Walking, 
in any degree, is all but impossible, because the limbs have to 
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carry the weight of the trunk, and fatigue which is very wearing 
leads to more exhaustion than is balanced by the exercise. 

Marked Valvular Disease-—It is quite astounding to me, in 
examining patients who are active, how they live through cycling 
work while yet they show distinct signs of cardiac valvular disorder. 
The late Dr. Bridgeman, of Berkeley, consulted me on this 
matter. He had as marked signs of mitral constriction with 
aortic murmur and regurgitation as I have ever listened to, and 
yet he persisted in riding the bicycle. To what extent the 
circulation was disturbed was shown by the sphygmographic 
tracings, which I took from his radial pulse. I was candid with 
him to the last degree, as was my friend, Dr. Walters, of Stone- 
house, who took part in the examination; and the patient 
himself was fully aware of his state, but still he persisted in his 
course. He argued that his heart was the same before he com- 
menced to ride the cycle, and that, instead of being embarrassed 
by the exercise, he was relieved by it, and had ridden in one 
journey from Berkeley to London. He insisted on making me see 
him mount and ride at a sharp pace to prove his skill. He never 
changed his determination whilst he had power to sustain it, and 
although he died quite suddenly at last, his death had no con- 
nection with any immediate strain or shock from the cycle. This 
is not a single experience of a similar character, and I am clear, 
unexpectedly enough, that the dangers of extreme valvular disease 
of the heart are not more frequently increased by cycling, an 
observation which explains the perplexity of Dr. Petit, that there 
are so many riders with heart disease, and comparatively so few 
sudden deaths, as a consequence of the exercise. 

I do not name this subject to suggest that patients crippled by 
valvular disease ought to be allowed to ride the cycle. On the 
contrary, I usually advise them not to ride, because I do not know 
how to differentiate between what is a dangerous condition for 
the exercise and what is not dangerous. But it is my duty to 
point out the fact as it is, and not to let any ignorance of my own 
interfere with or blur the description. 

Intermittent Pulse and Palpitation.—In this condition, er which 
I am often consulted, I was once most chary in giving an cpinion 
as to cycling. I have, however, seen so many examples of persons 
who have intermittent pulse riding the cycle with safety that I 
have ceased to fear. Persons over 60 years of age have, as a 
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rule, occasional intermittency, and that intermittency is often 
brought on by flatulency, by indigestion, and by depression of 
mind. In such examples I have many times known that cycling 
has been of service. I now, therefore, do not prohibit the exercise 
when there is no more than intermittent action or palpitation; but 
I make the proviso that the exercise shall be taken on the tricycle 
instead of the bicycle, so that the patient can at any moment stop 
without alighting, and need not be on the continuous outlook and 
agitation which attend the more refined and watchful method of 
progression. 

Anemia.—Diverging for one moment from the heart to the 
blood, I state without reserve that cycling is most useful in the 
treatment of anemia when it is prescribed with judgment. To 
women it is often quite a direct cure. Something, of course, is 
due to the outdoor air into which the exercise leads, but there is 
also a decidedly beneficial influence in the exercise itself, and in 
the improved character of the secretions which it evokes. 

Effects of Overstrain in Cycling.—Hitherto I have spoken almost 
altogether in commendation of cycling, in so far as the heart is 
concerned. I must turn now to another side of the picture, and 
state that cycling may produce a chronic condition of the heart 
which is injurious. There are two classes of subjects who are 
affected injuriously. The first are those young persons, often mere 
boys, who are made to ply the machine, probably heavily loaded, 
for commercial duties and business. It is astonishing what an 
amount of work a youth can be trained to do. He can really do 
the work of a horse, owing to the weight of goods he can dis- 
tribute, and the rapidity with which he can get through his task. 
Generally speaking too, the young people like the exercise, and 
are proud of showing off their skill and endurance ; whilst their 
employers, knowing no evil from it, let them do all that can 
be done. The result is a greatly expedited circulation, and an 
extreme tension of the heart and arteries, these organs being as 
yet immature and easily over-expanded under improper pressure. 
The effects are not immediate, but they lead to hypertrophy of the 
heart, and to those derangements of the blood vessels which 
follow upon dilatation of the arterial circuit. Afterwards, when 
the maturity is completed, and the organs of the body cease to 
grow, there is disproportion between the vascular and the other 
systems, which means general irregularity of function ; a powerful 
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left heart pulsating into a feebler body, and a powerful right heart 
pulsating into the pulmonic circuit, must of necessity be injurious, 
and the truth is too well demonstrated in practice. I have seen this 
hypertrophy’and cardiac over-action in so many instances, I am 
convinced that when it is more correctly and widely understood it 
will be accepted that cycling is a factor of what may be termed 
disease from occupation, and that some steps will have to be taken 
that willlimit the danger. It is not always that the danger is con- 
nected with occupation. It is the fact also that many well-to-do 
youths, I may say of both sexes, by the enthusiasm and com- 
petitive work they throw into the exercise, become affected in a 
similar manner, and have to be restrained, when that is possible, 
from too great an indulgence in the pursuit. 

The phenomena which indicate injury are broadly marked. In 
the first place, the action of the heart shows actual hypertrophy, 
on which it is needless for me to dwell before an audience so 
extremely familiar with the affection. But there are other 
phenomena I must not let pass. There is often developed a 
general vibratory condition of body which is mischievous. It is 
shown in various acts of movement and thought; it is shown in 
an unconscious or semi-unconscious bearing of the body, which 
even becomes sensible to the subject of it at particular moments, 
when great steadiness is called for, as when sitting for a photo- 
graph ; it is shown in over-desire for rapidity of motion, as if it 
were necessary at every moment to overcome time and curtail 
distance by labour of the extremest degree; and lastly, it is 
shown in what is really a kind of intoxication for movement 
which grows on the mind by what it feeds on and keeps the 
heart under the impression that it isalways requiring the stimu- 
lation of the exercise. It is no false inference that this craving, 
or desire, is very much like the craving, or desire, for alcohol, and 
that its effects through the heart and circulation are much the 
same in the end. 

The fact strengthens a view I have long entertained, that all 
cravings and impulses spring from the heart as from their centre, 
or magazine, and not from an independent brain; as if, in short, 
the heart were the mind centre of motive desire and action. 

I retain as the last point, under the present head of my 
discourse, the extreme conditions seen in those remarkable athletes 
who enter into competitions that have never before been dreamed 
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of in the history of the world. Because these new phenomena 
have crept into the world, and because they have as yet excited 
little comparative notice physiologically, they convey the strange 
intelligence that men have been found able to travel, by virtuc of 
their own bodily energy, 500 miles, almost without stopping or 
sleeping, in 24 hours—a result that would have seemed, even half 
a century agone, an actual impossibility to the most philosophical 
and least biassed mind. In such a feat the work done by the 
heart is even stillmore astounding. If we caleulateon Dr. Parkes’ 
estimate that the daily work of the heart is 106,000 pulsations, 
yielding the equivalent task of raising 122 tons one foot, and if 
we add to that one-third more of work due to the cycling—a 
very modest addition—we shall find that the heart of the cyclist 
accomplishes a labour equal to lifting 200 tons’ weight one foct, 
and this without rest or sleep. 

It is not, as it seems to me, within the range of possibility that 
such feats can be repeated many times by one person without 
mischief to the heart. I have said so to cyclists many times, but 
one of the cycling athletic leaders asserts I am not fair to his class- 
He urges that I have reasoned from the bad results I have seen 
(and which he does not question) amongst riders who have not 
sufficient stamina, and who have been led by ambition to do more 
than they were fitted to do. ‘The best athletes,” he affirms, ‘‘ do 
not suffer.’ I do not wish to be unfair, but I certainly have 
observed two facts: firstly, that the best athletes do not appear 
capable of keeping at their best for many years; and secondly, 
that several, who are not quite the very best, bring on themselves 
the most serious diseases which cut short their promising careers. 
The central change in them is.in the heart and circulatory system. 
The heart becomes large, irritable, extra sensitive, and easily 
intermittent. The arterial vessels are distended, their elastic 
tissue enfeebled, and their function, as regards nutritive repair, 
imperfect, in which state the very activity of the heart is a source 
of deeper degeneration and break-up of the system generally. 
That I should have witnessed this order of change once would be 
sufficient excuse for bringing forward the risks of extreme cycling, 
and for venturing to draw the attention of my brethren to it; 
unfortunately, more than once has the fact been under my 
observation. 


om. 
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JIJ.—A Summary oF raz MorB Satrent Mepican AND PracricaL 
CONSIDERATIONS. 


The subject of heart disease from cycling is so novel, so little 
time has been allowed for observation upon it, and the morbid 
anatomy arising from it has, as yet, been so nearly nil, | may be 
very brief on the head of practice. I will say a word or two 
before leaving the paper to your criticism. 

irstly.—Cycling, when carried on with moderation, may, in so 
far as the healthy heart is concerned, be permitted, or even 
recommended, by practitioners of the healing heart. 

Secondly.—In all cases of heart disease it is not necessary to 
exclude cycling. Cycling may even be useful in certain instances 
where the action of the heart is feeble, and where signs of fatty 
degeneration are found, since increased muscular exercise often 
improves the condition of muscle and of no muscle more than the 
heart itself. 

Thirdly.—As the action of cycling tells directly upon the motion 
of the heart, the effect it produces on that organ is phenomenally 
and unexpectedly great, in regard to the work it gets out of it. 

Fourthly.—The ultimate action of severe cycling is to increase 
the size of the heart, to render it irritable and hyper-sensitive to 
motion, the cycling acting upon it like a stimulant. 

Fi fthiy.—T he over-development of the heart under the continual 
over-action and extreme over-action affects, in turn, the arterial 
resilience, modifies the natural blood pressure, and favours 
degenerative structural change in the organs of the body generally. 

Sivthly.—A fact that has only been incidentally noticed in this 
paper is worthy of notice—namely, that in persons of timid and 
nervous natures, “neurotics,” the fear incidental to cycling, 
especially in crowded thoroughfares, is often creative of dis- 
turbance and palpitation of the heart, and ought to be taken 
into account in preventive advice. 

Seventhly.—In advising patients on the subject of cycling it is 
often more important to consider the peripheral condition of the 
circulation than the central. .Enfeebled or worn-out arteries, 
thatis to say, may be more dangerous than the feeble heart, and, 
when connected with a heart that is over-active, are seats of 
dauger. This same remark would, of course, apply to cases where, 
as in aneurism, there is local arterial injury. 
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Hiyhthly.—Venous enlargement seems rather to be benefited 
than injured by cycling, and conditions marked by sluggish 
circulation through veins are often greatly relieved by the exercise. 

Ninthly.—There are three sets of acts which are most in- 
jurious in cycling. (a) Straining to climb hills and to meet 
head-winds. (b) Excessive fatigue. (¢) The process of exciting 
the heart and wearing it out sooner by alcoholic stimulants to 
the omission of light, frequently repeated, and judiciously selected 
foods. 

Lastly—The time has arrived when practiticners of medicine 
everywhere should make observations for themselves that confirm 
ov confute these observations, and adding to them many more that 
I, of necessity, have omitted, in the brief period at my command. 


The PREsIDENT was glad to learn that for all practical purposes cycling 
might be regarded asa perfectly healthy exercise, and considering the 
great amount of good the amusement had done in tke way of providing 
sufficient air and exercise for so many thousands at home and abroad, 
such a conclusion would meet with general approbation. He gathered 
from listening to the paper that the action of cycling upon the heart was 
practically of no consideration whatever as compared with other forms of 
athletic exercise, such as running and rowing in races in early life, or with 
such an amusement as sparring, which was recognised to have a very 
disturbing influence on the circulation. 

Sir B. W. Ricnarpson observed that rowing was rather a strain upon 
the lungs than on the heart. He certainly thought that cycling had less 
dangers in its wake than running, and vastly less than football. 

Dr. Sansom said he did not think that any medical practitioner could 
well appreciate the effects of cycling in either health or disease unless he 
had been somewhat of a cyclist himself. When one considered the 
elaborate precautions enjoined upon all persons who aspired to become 
cyclists (anthropometric measurements and the like), it verged on the 
ridiculous. He himself was by no means sure that Dr. Petit was right 
in afirming that 1 per cent. of all persons were, as regarded cycling, in 
some special danger in respect of the heart. He had subjected the 
question to a personal trial with the tricycle, and had done as much as 
70 miles, and frequently as much as 40 or 50 miles in the day, on the old 
heavy machines, without any sense the next day of having overstrained 
himself, though none would accuse him of being an athlete. He 
disclaimed any intention of palliating the evil effects of overstrain, for 
in cycling, as in other forms of muscular exercise, there should be 
moderation. He had subjected this to an analytical survey in the Oration 
which he had delivered before this Society. He took the cases that had 
suffered from morbid acceleration of the heart for some years. It was 
only natural that many of the patients were suffering from the effects of 
athletic overstrain ; but there was only one instance in which cycling 
could be decisively incriminated. With regard to irregularity of the 
heart’s action, cycling was absolutely unrepresented. If one compared 
cycling with other forms of shock, mental and physical, it occupied a 
very low position. Among the other forms which appeared in the tables, 
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running to catch a train was perhaps the most frequent, and after that, 
over-nursing. Certain mental shocks, however, stood far above physical 
shock as predisposing to both forms of cardiac trouble. He was therefore 
disposed to agree with the author that the influence of cycling, on the 
whole, was very much more for good than for evil. He might even go 
further, and say that he considered it a valuable therapeutical means of 
dealing with valvular diseases of the heart. Oecertel had strongly 
advocated graduated exercise in the treatment of valvular lesions and 
failure of compensation, and his claims were borne out by the facts 
observed. He himself thought, however, that cycling was a far less 
monotonous means of exercise than climbing mountains or stairs. He 
had seen many persons suffering from heart disease, not, of course, of a 
severe or serious kind (moderate valvular imperfections), in whom 
eycling had proved of considerable benefit. As a hygienic and thera- 
peutical means he thought cycling had distinctly contributed to enhance 
the healthiness of the present generation. 

Dr. MacGeaau said he had had 25 years’ experience of cycling, at first 
on a “bone-shaker,” then on a tricycle that weighed nearly 80 lbs., and, 
iater, on a bicycle. He had gone thousands of miles on wheels with the 
greatest benefit to his general health in the direction of reducing weight 
and increasing physical energy. The great point was not to ride up long 
hills, but to walk. He observed that he would rather ride 10 miles on a 
cycle than walk upstairs to the billiard room at his club. He had never 
experienced anything indicative of overstrain of the heart, the only 
unpleasant symptom being sleeplessness after a long journey. That 
occurred during the first stage of a tour, and generally passed away in 
two or three days. A great deal of the fatigue felt by certain cyclists 
was due to inexperience in planning the trips, doing too much at the 
beginning, and would not occur to one who was possessed of greater 
experience. 

Dr. Wasuineton Isaac asked the author if he remembered the 
circumstance under which Dr. B. had discovered that he was suffering 
from heart disease. He had ridden thousands of miles with that 
regretted gentleman, and he owed this unpleasant discovery to his trying 
the then newly invented binaural stethoscope on himself. He himself 
had experienced the insomnia alluded to by a previous speaker, and had 
been in the habit of taking chloral after a long ride. 

Dr. FirercHer LirriE said he too had cycled for many years, and in 
the earlier days his attention had been called in more ways than one to 
the tremulousness to which the author had alluded. In the older type of 
machine the vibration was considerable, and the proportion of cyclists 
who suffered from tremulousness was proportionally great. Since the 
introduction of the pneumatic tyre and saddle springs the cases had 
become fewer and were now seldom met with. As to the effects of 
cycling ‘in valvular disease, it constituted, he was disposed to think, one 
of the best methods of treating dilated heart. By getting the patient to 
select a light tricycle with pneumatic tyres it was possible to reduce the 
effort and the vibration toa minimum. This was entirely in accordance 
with the views of Dr. Schott, of Nauheim, in his method of treating 
cardiac dilatation by opposed movements. He knew a certain number of 
cyclists, some of whom suffered from cardiac disease, and if they observed 
common sense precautions no harm followed their cycling. 

Dr. Sotomon Smiru agreed that there was a considerable difference 
between the effect of cycling and that of most other forms of exercise, 
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and thought that this was probably due to the amount of limb movement 
involved, compared with the amount of effort exerted. When the 
machine was so geared up that the movement was reduced to a minimum, 
while the actual labour was proportionately increased, then cycling 
appeared to come nearer to other forms of exercise, and especially to the 
action of riding up hill, which all seemed to agree was a thing to be 
avoided. He therefore suggested that high gearing detracted from the 
advantages of cycling as an exercise, and thought that when persons were 
advised to take to cycling as a matter of therapeutics they should be 
directed to choose a machine with a low gear, so as to obtain a maximum 
of limb movement with a minimum of muscular labour, in other words 
to secure a predominance of exercise over exertion. 

Sir B. W. RicHarpson, in reply, said the question of cycling with 
valvular disease was quite an open one. The tracing he had _ passed 
round of Dr. B.’s pulse was, so far as he knew, absolutely unique. It 
indicated an up and down stroke only, as if the valves were non-existent, 
as if there was nothing between the impulse sending the blood on and 
the recoil. Yet that gentleman appeared to have ridden after as well as 
before the discovery of the condition of the heart apparently without any 
sensation of discomfort or danger. In advising on cycling to persons 
with valvular disease he himself was always very careful to state plainly 
the exact circumstances and risks, and to leave the responsibility of 
deciding on the patient. He raised the question whether in the presence 
of disease of the right heart, cycling could be indulged in with equal 
impunity as when the left alone was implicated. Physiologically, one 
would not suppose that to be the case. Also whether if one set of valves 
were implicated and not the other the result would be different. He 
alluded to the fact that in listening to the heart one could sometimes 
make out words. In some cases, for instance, the sounds might be 
compared to “ who’s a-coming,” in which case there was probably mitral 
with aortic disease ; such patients were apt to die suddenly. That was 
the case with Dr. B. Running was certainly more dangerous than 
cychng. Man was not constructed to be a running animal, his vessels 
were not laid out for it, and when mental excitement was superadded, as 
in running to catch a train, the danger was certainly very much greater. 
Notwithstanding his long experience of cycling he did not feel equal to 
deciding the question as to the advisability of recommending it in 
valvular disease. It was not a matter on which he felt confident enough 
to warrant his expressing a definite opinion. He agreed with what had 
been said as to the sleeplessness which followed hard cycling, but that 
was somewhat outside the subject of his paper. Vibration had a good 
deal to do with unsuccessful cycling. He himself was probably the first 
to call attention to the effects of vibration, which it was extremely 
important to avoid. It told through the feet, through the hands, and 
through the spine, and he felt sure that much of the irritability of the 
circulation was attributable to this cause, and was consequently much 
less frequently observed with the modern make of machine. He could 
not admit that the nervous system was first involved ; it shared less than 
the circulation, and he had never observed anything in the nature of 
paralysis or giddiness ; in fact, everything seemed to centre in the heart. 
It was only natural that it should be so if one remembered the extra- 
ordinary increase in the heart beats from 75 to say 150. Discarding 
overstrain, he saw no reason to doubt that cycling was very beneficial to 
women, especially those with a tendency to anzemia. 
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LETTSOMIAN LECTURES: ON THE COMBINATIONS 
OF MORBID CONDITIONS OF THE CHEST. 


By Freperick T. Roperts, M.D., F.R.C.P. 


LECTURE I. 


Mr, PRESIDENT AND GENTLEMEN,—When, having accepted the 
honourable and responsible position of ‘‘ Lettsomian Lecturer,” I 
had to face the trying question of my subject, the one which I 
have chosen kept forcing itself upon my attention, until at last an 
irresistible impulse took hold of me to attempt to grapple with it. 
I am afraid that to many here present the title “Combinations of 
Morbid Conditions of the Chest”’ suggests a very common-place, 
dry, and uninteresting discussion, and I daresay they will not be 
disappointed. The subject certainly does rot appeal to that craving, 
may I say, morbid craving for novelty, and for something sen- 
sational and startling, which is so characteristic of the age, and 
from which even the medical profession is by no means free. I 
therefore feel it necessary to give two or three reasons for my 
selection. JI take it for granted that the frequency and gravity 
of cases of chest-disease in every kind of practice, and in every 
grade of social life, must be familiar to all. Not only do they 
contribute to an appalling extent to the general mortality, but 
the sufferings and miseries which they inflict upon humanity are 
beyond all calculation. Therefore they are, at any rate, from 
every point of view well worthy of our consideration and practical 
interest. Now I hope I may not be charged with egotism or 
boastfulness if I remark that I have had opportunities of observ- 
ing and studying these cases on a somewhat large scale, in all 
possible relations, and under a great variety of circumstances. 
From a very early period of my active professional life I recog- 
nised the fact that the majority of them were not nearly so simple 
as, from reading and instruction, I had been led to suppose; and 
with increasing experience | became more and more impressed 
with the importance of studying the combinations in which morbid 
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conditions of the chest present themselves in individual instances 
in actual practice. Of course I am fully aware that such combina- 
tions are well known to those who have had a similar experience, 
but my observation has forced upon me the conclusion that they 
are by no means so generally recognised and appreciated as they 
ought to be, while certain conditions which, in my opinion, are of 
real consequence, are often entirely ignored. It is too much the 
custom to look upon thoracic cases as if they were ‘“‘cut and 
dried” examples of individual diseases, as described in text-books 
and lectures, with which we associate distinctive names; to apply 
to them terms and expressions which have in reality no definite 
significance; or to fix upon some one prominent physical change 
or condition, to the exclusion and neglect of all others which may 
happen to be present, 

Another reason which, I confess, has strongly influenced me, 
in a collateral sort of way, in the choice of my subject, is that it 
gives me the opportunity of uttering an emphatic protest, in the 
form of a practical object lesson, against the absurd development 
of ‘specialism ” in relation to this region, which at the present 
day is working such dire mischief; as well as against the narrow 
conceptions so widely entertained with regard to certain promi- 
nent modern theories and doctrines, in themselves of the highest 
importance, and the vagaries in so-called “ scientific therapeutics ” 
resulting therefrom. There are other tendencies besides, bearing 
upon the clinical investigation and treatment of chest affections, 
which, at any rate, it will do no harm to look at in the light of 
simple and straightforward facts. 

Now, as regards chest-specialism, it certainly deserves recog- 
nition quite as much as the majoriliy of specialties, but only within 
due and rational limits. In the first place, anyone who knows 
anything about the important structures which occupy this cavity, 
must recognise the necessity of being always prepared to study 
them, from a pathological and clinical point of view, not only in 
their more immediate connections, but also in their relations to 
associated structures outside the thorax, to the general or con- 
stitutional state, and to other organs and systems of the body. 
I make this remark because I feel bound to guard myself against 
even the possible suggestion which the limitation of my subject 
may afford, that chest-affections are to be looked upon as an 
altogether independent group. But when, as is so common now- 
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a-days, the practice is adopted of dealing with each thoracic organ 
as if it were entirely separate and distinct, or, still more, of 
making a “specialty” of particular complaints, such a practice 
becomes exceedingly dangerous, from several points of view. 

Permit me now to offer a few words of explanation in relation 
to the title which I have adopted for these lectures. In the first 
place, the word ‘ chest” is used in a comprehensive sense, and 
is intended to include all structures whick are directly associated 
with this region. To think only of its more important contents, 
a not uncommon practice, is, to say the least, an incomplete 
conception of what we may at any time be called upon to deal 
with, clinically and therapeutically, in relation to the chest, and 
the structures which we have to bear in mind, and which I shall 
have to call attention in these lectures, may be conveniently 
arranged in the following way:—(1) The chest-walls, including 
the superficial and muscular tissues, as well as the bony and 
cartilaginous framework; (2) The diaphragm; (3) The lungs 
and pleurs, with the trachea and its primary bronchial divisions; 
(4) The heart and pericardium, with the great vessels, both 
arteries and veins; (8) The less prominent contents of the media- 
stinum, including the cesophagus, absorbent glands, thoracic duct, 
certain important nerves and plexuses, thymus gland, and cellular 
tissue; (6) The abdominal viscera which are contiguous to the 
diaphragm, and which, though not actually contained in the 
thoracic cavity, come normally more or less within the space 
covered by the ribs, especially the liver, stomach, and spleen. 

Next, as to the expression ‘morbid conditions,” about which, 
by the way, it is essential to have a tolerably comprehensive and 
clear idea individually, before they can be intelligently studied 
in their different combinations. I include under this head both 
functional disorders and organic changes. I am well aware that not 
a few object to the term “functional” as applied to any morbid 
state whatsoever, but I must pass over this question, and will only 
say that, in relation to the subject with which we are now con- 
cerned, disturbances affecting the important functions immediately 
connected with the thoracic structures, usually of a temporary 
nature, not uncommonly occupy a prominent place. With regard 
to organic changes, these are of course of various kinds, but,. 
speaking generally, they may be conveniently grouped as fol- 
| lows :— 
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1. Those which are not injurious in themselves, but are impor- 
tant on account of the physical effects which they produce, and 
this class of lesions are often the remains of some previous acute 
or active disease. 

2. Permanent structural changes impairing the functions of 
organs. 

3. More or less acute diseases or morbid conditions which may 
be regarded as temporary, inasmuch as, if they do not prove fatal 
from their extent or severity within a limited period, they, as a 
rule, clear up in the ordinary course of events, the involved 
structures being restored to their normal state. 

4, Changes which are grave in themselves, either from the 
immediate danger due to some serious lesion; from their essen- 
tially fatal tendency; from being of a destructive type, or of a 
septic and infectious nature; or because they become the occasion 
of, or predispose to dangerous secondary lesions. 

©. Morbid conditions, often obvious enough and persistent, but 
which in reality are of a curative or compensatory character. 
These may be quite harmless, or even in a way beneficiai and 
helpful, but not uncommonly they become more or less injurious 
from a physical point of view, or they are accompanied with 
impairment of function, owing to the permanent damage done 
to the affected organ, of which they are the evidence and out- 
come. 

I have thought it desirable to present this brief summary of 
organic changes in connection with the chest, in order to offer a 
needful warning, on the one hand, against ignoring or not attach- 
ing sufficient importance to the actual physical effects of structural 
lesions associated with this region; and, on the other hand, 
against paying too much attention to their mere physical aspect, 
and not endeavouring to realise as fully and clearly as possible 
their pathological nature and significance. I may remark that 
certain organic changes seldom if ever exist alone, but are the 
result of and associated with some other condition. 

Proceeding on the lines of the explanation just given, I have 
next to deal with the title of my subject as a whole, and to speak 
of the “ Combinations of Morbid Conditions of the Chest,” in the 
comprehensive sense there referred to. My first duty then is to 
assert and emphasise the fact that a large proportion of chest 
cases, as they come under our notice in living patients, to say 
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nothing of undetected changes which we find post mortem, do 
present various combinations of morbid conditions, for which, as 
medical practitioners, we have to be constantly on the look-out, 
otherwise we are ever in danger of going astray in our diagnosis, 
of entirely misinterpreting the particular case with which we are 
immediately concerned, or of overlooking what may perhaps be its 
most important features. It is a relief to be able to affirm that 
many of these associated conditions can be readily and fully 
appreciated and understood by any well-informed and properly 
trained clinical observer; but sometimes they become so numerous 
and complicated, that it may be very difficult or even impossible 
to determine the exact state of things. A point which calls for 
notice here is that some cases become important, or even serious, 
simply because they present a number of conditions in combi- 
nation, not one of which would, in itself, be of any material 
consequence. Nor must it be forgotten that we have to deal with 
many patients who complain of what may appear to us to be 
trivial symptoms or ailments, but which with due care we may 
find to be in reality the outcome of such a combination of minor 
physical causes. 

I now enter upon the more serious business of these lectures, 
namely, to endeavour to classify under certain groups the chest- 
conditions and their combinations which are likely to be met with, 
in the hope that such a classification may be practically useful for 
future reference, and as a basis for the study of individual cases. 
I confess that I did not at the outset adequately realise or appre- 
ciate the difficulties of the task I had set myself, and the result is 
not by any means to my own satisfaction, but of course it is 
impossible for me now to draw back, and I can only hope that you 
will not deal with me or my efforts too critically. The subject is 
really such a chaotic one to start with, that it highly taxes one’s 
ingenuity to attempt to bring it even within some degree of 
orderly arrangement, and to make the classification comprehensive 
without being too complicated. I need scarcely say that I do not 
pretend, in the time at my command, to enter into details, or to 
describe the numerous combinations of chest-conditions which I 
have personally observed. My object is merely to generalise, 
illustrating my remarks by the occasional mention of some 
specially instructive case. 

Having completed this, the most impcrtant part of my subject, 
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I desire to indicate briefly some clinical lessons which its con- 
sideration suggests, especially in relation to the systematic investi- 
gation of chest-cases; and, in conclusion, to submit a few general 
remarks as to its bearing upon their treatment. 





(A.) General Classification of Morbid Conditions of the 
Chest and their Combinations. 


In the first instance I submit for your consideration a general 
outline or sketch of the course which I propose to take in discuss- 
ing the part of my subject with which we are now concerned, as 
given in Table I, and this may afford some comprehensive idea as 
to the classes of chest cases in which we are likely to meet with 
various combinations of morbid conditions, while it brings out 
certain kinds of changes which demand separate notice. 


Tapia I, 


General Classification of Morbid Conditions of the Chest and their 
Combinations. 


I.—Conditions of chest-walls and diaphragm. 
IT.—Slight or indefinite intra-thoracic changes. 
Iii.—Combinations of changes belonging to I and II. 
IV.—Secondary effects of certain intra-thoracic physical conditions. 
V.—Combinations of chronic chest diseases or their remains. 
ViI.—Combinations in acute cases. 
VII.—Combinations due to accidental lesions or complications, usually sudden. 
VIII.—Combinations associated with sudden or acute disorders of function, 
temporary or paroxysmal. 
IX.—Combined conditions originating from the abdomen. 


Without further comment, I proceed to deal with the first 
group mentioned in the list. 


I.—ConDITIONS OF THE CHEST-WALLS AND DIAPHRAGM. 


The chest-walls and diaphragm are, in the ordinary course of 
medical practice, treated with such scant courtesy, that I have felt 
it a duty, as well as quite a pleasure, to give them a table all to 
themselves, to which I now invite your attention. | 
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Taare IT. 
Conditions of Chest-Walls and Diaphragm. 


I.—Painful or other morbid sensations—Cutaneous hyperesthesia. 
IT.—Musceular disorders—Excessive irritability —Spasm—Cramp— Paralysis. 
III.—Superficial conditions — Cyanosis — Enlarged veins — Gidema — Sub- 
cutaneous emphysema— Hruptions—Scars—Excessive fat. 
IV.— Wasting of soft structures, especially muscles—Local muscular atrophy. 
V.—Alterations in shape and size—Small chest—Over-distended chest— 
General deformities— Unilateral and local changes. 
VI.—Softness of the ribs—Changes in rickets and osteo-malacia. 
VII.—Rigidity of the chest-walls. 
VIII.—Changes resulting from injury, or associated with particular diseases— 
Empyema—Peripleuritis—Aneurism— Malignant or other growths— 
Diseases of bones and cartilages—Sinuses or fistule—Actinomycosis. 
IX.—Congenital clefts or deficiencies—Rupture or perforation of muscles. 
X.—Conditions of diaphragm— 


1. Functional disorders—Spasm—Paralysis. 


2. Mechanical embarrassment or displacement. 

3. Acute inflammation. 

4, Adhesion to neighbouring structures. 

5. Chronic structural changes — Atrophy — Fatty degeneration— 
Fibroid changes. 

6. Rupture, perforation, or congenital deficiency. 


That great clinical teacher—Sir William Jenner—used to 
impress upon us as students some important facts about the chest- 
walls; but my observation compels me to say that they are not as 
a rule regarded as of much account. I suppose that anyone who 
makes the slightest pretension to being a “ clinical observer” 
could scarcely fail to be attracted by the more striking and 
prominent conditions mentioned in the table, such as subcutaneous 
cedema or emphysema, the presence of a growth, or an extreme 
detormity ; but 1 wonder how often other less attractive changes 
are ever thought of, which in reality may be evident enough, and 
which in a large number of instances are more or less important 
factors, not uncommonly adding seriously to the sufferings and 
difficulties of the patient. 

It would be altogether beyond the province of my subject to 
attempt to discuss in detail the numerous morbid conditions of the 
chest-walls and diaphragm ; but I do wish to point out emphati- 
cally that these structures, and the former especially, are always 
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well worthy of consideration when dealing with thoracic cases, 
and that their relation to internal conditions of various kinds is 
often of decided consequence from several aspects. I shall offer 
a few illustrations in support of this claim, and must then ask 
your permission to deal briefly with certain special points. I may 
mention by the way that the skin of the chest sometimes, less 
commonly now than formerly, shows the marks of some energetic 
local treatment, by cupping, leeching, &c., which suggests that the 
patient had an acute intra-thoracic inflammatory attack at some 
time or other, likely to leave behind permanent changes, of the 
existence of which in the particular case it is desirable for us to be 
aware, but which we cannot definitely detect. Further, a scar 
may draw attention to a former operation for pleural effusion or 
empyema. As illustrations of the association of superficial con- 
ditions with those within the chest the following may be men- 
tioned :—Painful sensations in many cases of internal thoracic 
diseases of different kinds are certainly connected with the 
superficial structures, whether neuralgic, “referred,” neuritic, 
pleurodynic, myalgic, or by whatever other name they may be 
called. Cutaneous hyperesthesia is also sometimes very pro- 
nounced. Spasm of the muscles of the chest-walls may likewise 
be associated with some internal disorders. It is well known 
that pleurisy may be associated with herpes zoster, or an 
extensive burn or scald of the thorax, as well as with injury, 
and the results remain in the form of adhesions. 

Again, several of the conditions enumerated in the table are 
the direct evidence and indication of important diseases or physical 
difficulties existing within this cavity; while others may be the 
only positive signs we have of the occurrence of special, and 
usually sudden lesions. Hence they are of great diagnostic value, 
and I shall have to allude to some of them later on from this point 
of view. On the other hand, certain states of the chest-walls are 
the occasion for the disturbance of the normal internal arrange- 
ments, as in the case of a cleft sternum, or when a ruptured 
muscle allows a hernia of the lung to take place, and the connec- 
tion is then obvious enough. 

Having given these general illustrations, I cannot resist making 
a few separate remarks upon certain individual conditions connected 
with the chest-walls, simple enough in themselves, and of very 
frequent occurrence in association with internal diseases, but which, 
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from their very frequency and simplicity, are constantly over- 
looked and neglected in practice. 

1. Wasting of the Superficial Tissues and Muscles—I need 
scarcely say that more or less wasting of the soft structures of 
the chest-walls, and especially of the muscles, is a very common 
factor in diseases of this region, being noticed most conspicuously, 
but by no means solely, in cases of phthisis, and it is one the local 
effects of which ought always to be taken fully into consideration. 
I do not suppose that in its minor degrees it contributes appreci- 
ably to the troubles of the patient, but even then it has to be 
borne in mind in relation to physical examination, otherwise it 
may lead to serious mistakes in diagnosis. When there is marked 
emaciation, however, the condition often becomes of decided 
consequence, as it adds materially to the difficulties of the acts 
of breathing, coughing, and expectoration, and contributes but 
too obviously to the distress and inefficiency of these acts, while 
under certain circumstances it may be an immediate source of 
danger. It is from this point of view that wasting of the muscles 
of the chest assumes a special importance in relation to my 
subject. There are some cases in which a local muscular atrophy 
is associated with internal thoracic conditions, but to these I need 
not particularly refer. 

2. Softness of the tivbs.—This is a condition always to be thought 
of during early life, more especially in its association with different 
affections involving the respiratory organs, either directly or indi- 
rectly, although it cannot then be regarded as morbid, because it 
is natural to that period of existence. Any obstruction to the 
passage of air through the main air-tube, or even a slight bronchial 
catarrh, and still more a serious bronchitis or pneumonia, becomes, 
under the circumstances, unusually important, and its possible 
effects must be estimated accordingly. It is, however, in connec- 
tion with rickets that softness of the ribs, as a morbid state, is 
so often met with, but this disease and its consequences are so 
familiar that I need not do more than allude to them in this 
general way, merely calling attention to their great importance, 
both immediate and remote, when associated with chest affections. 
In adults the condition is only of very rare occurrence, in connec- 
tion with osteo-malacia, and I have never personally come into 
contact with a case of this kind; but I can well understand how 
seriously it would add to the troubles and dangers of a thoracic 
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complaint, however slight it might be, and I certainly should not . 
like to have to deal with such a combination. 

3. Rigidity of the Chest-walls.—The changes which take place 
in the frame-work of the thorax, leading to undue firmness or 
rigidity, with consequent interference with its mobility, amounting 
in extreme cases to absolute fixation, are of such common occurrence 
under a variety of circumstances, and are not infrequently of 
such conspicuous importance, that I personally make it an invari- 
able rule to look for them when dealing with any chest-case, at 
any rate in subjects approaching or beyond adult life, and to 
endeavour to estimate their effects in relation to certain physical 
signs and symptoms. And yet my experience compels me to say 
that they seldom attract the notice they deserve, and are often 
absolutely ignored, even when of a very pronounced character. I 
therefore venture to inflict upon you a few observations on rigidity 
of the chest-walls, once for all, so as to point out its more important 
practical bearings in relation to my subject. The changes which 
produce the rigidity are well known, consisting of undue calcifica- 
tion of the ribs and sternum, with incomplete ossification or 
calcification of the cartilages; while changes also take place in 
the joints, which ultimately lead to their more or less complete 
anchylosis. Of course, these changes develop naturally with 
advancing age, and there is, at any rate, no excuse for overlooking 
them in old people. But the more or less “rigid chest ” is quite 
frequently met with in individuals who have not yet reached 
middle life; and in the ordinary run of practice it is astonishing 
how often it is revealed in the examination of even young subjects. 
Under these circumstances it is generally obviously traceable to 
the effects of hard physical work, excessive indulgence in athletic 
and. allied exercises, injudicious training for the public services, 
and like causes, but by no means always. I wish to draw special 
attention to the fact that the changes which lead to rigidity of the 
chest-walls may be but a part of the entire case, developing along 
with other morbid processes which are taking place within the 
thorax, or being in some instances probably the secondary result 
of these processes. Anyhow, we have to deal with such a combi- 
nation of conditions in which this rigidity is anything but an 
insignificant factor. Occasionally one meets with a very fixed 
chest in young subjects, the explanation of which is not at all 
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evident. In some of these cases, at any rate, I am inclined to 
think that congenital syphilis partly accounts for the change. 

The effects of a rigid chest are easily understood, and it is 
readily detected by physical examination. Speaking generally, 
its most obvious consequences are that it interferes more or less 
seriously with the respiratory movements, expiratory as well as 
inspiratory, the thoracic walls becoming in extreme cases absolutely 
fixed and immobile; and that it prevents their expansion under 
certain circumstances. Now in itself this condition may not lead 
to any obvious disturbance, but let it be associated with internal 
thoracic diseases of different kinds, and its effects become at once 
apparent, especially if the thorax happens to be of small capacity. 
It is remarkable, for instance, how it adds to the severity of the 
symptoms of, it may be, only a slight bronchial catarrh ; while it 
becomes in itself a real source of danger when any pronounced 
acute inflammatory affection develops within the chest, and 
especially if it should lead to some definite physical condition 
which encroaches upon the thoracic cavity, such as pleuritic or 
pericardial effusion. The combination of a rigid thorax with 
various chronic internal conditions stares us in the face constantly, 
and the most casual observer cannot fail to note how it adds to the 
difficulties of the acts of breathing, coughing, and expectoration 
in the ordinary run of bronchitic, emphysematous, phthisical, and 
other cases which come before us in daily practice, while at the 
same time it materially modifies certain physical signs. There is 
one other point to which I desire to call particular attention. 
Rigidity of the walls may greatly limit or actually prevent the 
distension or expansion of the chest which should be the natural 
result of certain intra-thoracic conditions, and may thus be of 
serious consequence. The most striking illustration of this state- 
ment is afforded by a certain class of emphysematous cases. I 
need scarcely say that extensive vesicular pulmonary emphysema 
tends to cause general enlargement of the thorax, which up to a 
certain. point may be regarded as an effort on the part of the 
natural man to accommodate himself to circumstances. But when 
this condition develops for the first time late in life, or in a person 
whose thorax has become prematurely rigid, such enlargement is 
either entirely prevented, or is so much curtailed and modified 
in its details, that it in no respect falls in with the ordinary 
description of an “ emphysematous chest.” Moreover, under these 
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circumstances the symptoms are obviously likely to be much more © 
pronounced and troublesome than they otherwise would be. I 
have also met with not a few cases of enlarged heart, in which 
the rigid chest-walls would not yield, and consequently no cardiac 
bulging could be produced, but the organ was obliged to encroach 
upon the thoracic space, and to interfere with the other contents 
of the cavity as well as with the diaphragm, the symptoms being 
accordingly much more severe and trying than they need otherwise 
have been. 

4. Abnormalities in Shape and Capacity—Deformities.—The con- 
ditions which come under this heading are extremely interesting 
in relation to chest affections, but time will not permit me to do 
more than offer a few general remarks concerning them. They 
are important in themselves, as well as in their connection with 
intra-thoracic changes. I hold that a chest of contracted 
dimensions and small capacity ought to be regarded as a “‘ morbid 
condition,” whether it is the outcome of a natural delicacy of 
frame or of a want of proper development in early life, or is the 
result of internal disease. When primary, it is necessarily 
associated with a state of things within the thorax which 
undoubtedly predisposes to a certain class of diseases, and in 
course of time we are confronted with the manifestations of the 
combined conditions in many of the cases of phthisis which we 
meet with. In the opposite direction, a chest that is over- 
distended from any cause is in itself actually morbid, and is 
not merely an indication of some internal disease, a fact of which 
the athletes of the present day may well take note. The different 
unilateral and local changes in the shape and size of the thorax 
that so frequently come before us must also nut be regarded 
as mere “‘ physical signs’ of various conditions, inasmuch as they 
themselves frequently constitute a part of the entire group of 
changes with which we are concerned. I take this opportunity, 
however, of warning against attaching an undue importance to 
shght changes of this kind. It is well not to jump to the con- 
clusion that an infra-clavicular depression necessarily means 
phthisis, or that the bending forward of a rib-cartilage is the 
prominent sign of an aneurism. 

There is one class of cases to which I must just allude more 
particularly in this connection, namely, those of pronounced 
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deformities of the chest, especially when resulting from spinal 
disease. They are often very sad and trying, if only on account 
of the immediate effects of the deformity upon the contents of the 
thorax, which are obvious enough, easily explained, and readily 
understood. When, in addition, the walls become rigid, while 
various acute or chronic intra-thoracic diseases supervene, which 
are by no means necessarily the direct outcome of the deformity, 
the entire complication is often very perplexing, while the 
symptoms are proportionally grave, and sooner or later the 
termination must inevitably be fatal. 

5. Conditions affecting the Diaphragm.—l can now only refer 
you to Table II, where I have indicated in a general way the 
morbid conditions which may affect the diaphragm, and remind 
you that one or other of these conditions is, in not a few instances, 
an important factor in connection with intra-thoracic diseases, of 
which I may give some illustrations later on, and your own 
experience will probably call to your remembrance individual 
cases exemplifying this point. 


IJ.—InpeErinite INTERNAL CONDITIONS. 


Under this head I wish to draw attention very briefly to certain 
changes which take place with the chest, and I term them 
‘indefinite ” because, though of very common occurrence, and 
in many instances easily made out by skilled investigation, they 
give rise to no evident symptoms, and, indeed, can often only be 
detected by methodical and careful physical examination. In 
some cases, moreover, their presence, though it may be reasonably 
suspected, is rather a matter of inference or guess-work than of 
actual demonstration. ‘The conditions to which I allude are :— 
(1) Localised pleuritic, or possibly pericardial adhesions. (2) 
Ill-defined changes in the pulmonary structures, such as senile 
atrophy, lesser degrees of over-distension of the lungs or even of 
true vesicular emphysema, commencing degeneration impairing 
the pulmonary elasticity and expiratory force, and limited fibrotic 
changes, the remains of a cured phthisis or other past lesion. 
(3) The lesser degrees of atheromatous degeneration of the 
thoracic aorta and its main branches. (4) Atrophy, or early 
degenerative changes affecting the heart walls, or infiltration of 
its muscular tissue with fat. I may note by the way that the 
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viscera and other structures are in exceptional instances con-. 
genitally transposed, and this is a condition of an indefinite nature 
to be borne in mind as a possible accompaniment of pronounced 
intra-thoracic disease, especially in relation to the heart. 

Most of the changes to which I[ have referred usually come on 
graduaily and imperceptibly as the natural result of the “ wear 
and tear ”’ of life, or of other causes to which I have alluded when 
speaking of the chest-walls. Some of them, however, may be the 
remains of a past illness, of which the patient may be aware, or 
of which he has no distinct remembrance. Intra-thoracic adhesions 
even of considerable extent, are, as is well-known, not uncommonly 
found post-mortem, the origin of which cannot be traced, and the 
existence of which was not recognised during life. At the same 
time, I venture to assert that many such adhesions can be easily 
detected by proper examination, if there has been an opportunity 
for carrying it out in the living patient. | 


III.—ComBInaTIOoN or CHANGES BELONGING TO [I anp II. 


I am afraid I must have tried your patience by dwelling so 
long upon conditions which may appear to be of minor importance, 
but I hope I have shown, at any rate, that they are worthy of 
more consideration than they are accustomed to receive, as factors 
in a variety of cases which come under our observation and treat- 
ment in practice. Before I pass on, I must ask your attention for 
a moment to a distinct group of cases, of which I have seen 
numerous examples, and which are characterised by the presence 
of certain of these conditions in combination, affecting both the 
walls and the contents of the thorax, and therefore assuming a 
degree of importance which they would not otherwise possess. 
In these cases the superficial structures are more or less wasted, 
it may be considerably ; the chest-walls are obviously rigid ; 
localised pleuritic adhesions can be made out, it may be in several 
spots; there are no gross lesions to be detected in the lungs, but 
these organs are evidently wanting in elasticity and tending 
towards degeneration, perhaps also exhibiting limited areas of 
emphysema, or there is a suspicion of a fibrotic change here and 
there; sometimes there are indications of commencing atheroma 
of the aorta, or the heart is feeble in its action, and is probably of 
actually small size. Now, I maintain that cases of this kind 
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ought to be definitely recognised, though it is difficult, or even 
impossible, to apply to them any particular designation. They 
do not exactiy belong to the chronic emphysematous or the 
phthisical group, and can only be included under that somewhat 
vague category known as a ‘weak chest.” The patients who 
suffer from this combination of changes are fully aware of their 
existence, for, at any rate, they affect their breathing powers con- 
siderably, while they render them extremely susceptible to the 
effects of even a slight cause likely to act injuriously upon the 
respiratory organs. Still, so long as they keep quiet, and consent 
and are able to remain in a comfortable house or room during the 
colder seasons of the year, or to reside in some more genial and 
suitable climate than ours, they get on very well. Let them, 
however, have even the slightest bronchial catarrh, or still more, 
a pronounced acute bronchitis or a pneumonic attack, and their 
troubles increase at once in a marked degree, while the danger to 
life also becomes, for obvious reasons, very serious, quite out of 
proportion to the acute illness in itself, and I know of few more 
anxious combinations of conditions to deal with in practice. 


IV.—SeconparRy EFrects OF GERTAIN I[NTRA-THORACIC PHYSICAL 
CONDITIONS. 


Although the point to which I wish to refer under this heading 
fairly comes within the scope of my subject, in order to render it 
complete, | do not propose to discuss it at any length, as the 
more definite combinations of conditions likely to be met with 
belonging to this group must be familiar to every well-informed 
medical practitioner. What I want to bring into prominence is 
the fact that, given a particular physical condition within the 
chest, others are likely, or in many instances, certain to be pro- 
duced by it as secondary consequences, varying within well-known 
limits in their nature and degree according to circumstances. 
Hence it happens that the case presents itself as a more or less 
complex one, there being a combination of morbid conditions, 
which it is incumbent upon us to recognise, at the same time 
endeavouring to determine and estimate how far each contributes 
to the sum total of the clinical phenomena observed. It is too 
much the custom to look upon these secondary effects as mere 
‘“‘nhysical signs” of the primary condition, their real importance 
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in themselves being thus often overlooked, or at any rate not 
adequately appreciated. As illustrations of the more prominent 
conditions which originate this more or less complicated state of 
things, to some of which I shall have again to refer, I may 
mention a large fluid or gaseous accumulation in the pleural 
cavity, or a much thickened and extensively adherent pleura; 
pericardial effusion; marked general emphysema; and an intra- 
thoracic tumour of any description, whether aneurismal, solid, or 
of other kinds. I may draw attention to one general fact in this 
connection, namely, that when from any cause the action of either 
lung is extensively interfered with, the opposite one almost neces- 
sarily undergoes compensatory enlargement, and the combination 
may be easily misunderstood unless due care be exercised. 


V.—ComBINATIONS OF CHRONIC DISEASES OR THEIR REMAINS. 


I now enter upon what is a specially difficult part of my task, 
and that is to try to discuss, in a way that shall be practically 
useful, the combinations of definite chronic morbid conditions of 
the contents of the chest, which come before us in such almost 
endless variety. In speaking of the remains of chronic diseases, 
I refer to what are truly morbid changes, but they are not active, 
and are often the manifestation of the arrest of destructive or 
other injurious processes, and of an attempt at repair of the 
damage. 

After several essays to prepare a scheme or tabular classifica- 
tion, which would bring into prominence, as well as into some 
kind of order, the chief combinations of chronic diseases of the chest, 
I arrived at that given in Table III, which I subnut for your con- 
sideration, though it is really little more than a list enumerating 
certain groups of cases, which may form a practical basis for the 
comprehensive remarks I propose to make under this heading. 
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Tasre ITI. 
Combinations of Morbid Conditions in Chronic Cases. 


A.—Respiratory Apparatus. 


1. Pleuritic. 
2. Pulmonary and Air-tubes— 


(a) Phthisical. 

(6) Emphysematous and Bronchitic. 

(c) Chronic Pneumonie. 

(d) Syphilitic. 

(e) Mixed. 

3. Pleuritic and Pulmonary. 
B.—Pericardial, Cardiac, and Vascular. 
C.—Respiratory and Circulatory. 
D.—Special diseases : Aneurism—Glandular enlargements and Tumours— 
Hydatids—Actinomycosis-—C#sophageal pouching. 

E.—Independent diseases. 
F.—Highly complicated conditions. 


It will be observed that in some groups the changes are practi- 
cally confined to one particular structure or class of structure ; 
in others two or more are involved, but in a large proportion of 
these cases the connection between the several lesions is suffi- 
ciently obvious and intelligible, if properly studied. Sometimes, 
however, the morbid changes are quite independent of each other, 
or they become so complicated that it 1s very difficult or even 
impossible to trace any distinct relationship between them. You 
will further notice that I have made use of terms which are 
familiar in our nosology, but I must again insist upon the danger 
of relying upon mere names and expressions, without really under- 
standing what they severally signify, or what each is actually 
supposed to include. 


A.—Reespiratory Apparatus. 


There are a good number of chronic chest cases in which the 
morbid conditions, though more or less complex, are practically 
confined to the respiratory apparatus, and these cases I now pro- 
ceed to consider, following the arrangement adopted in the Table. 

1. Pleuritic——There is a definite class of chronic thoracic cases 
in which we have practically to deal with prominent morbid states 
of the pleura, and their immediate consequences. They have 
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either started in a well-marked attack of pleurisy with effusion ; 
or have followed an empyema which has opened into the lung or 
been operated upon; or have sometimes developed slowly and 
imperceptibly. In exceptional cases they appear to have origi- 
nated in a limited pneumothorax, which has probably been 
associated with phthisis, the progress of this disease having been 
checked by the pleural lesions. The large majority of chronic 
pleuritic cases are simple enough, but in some instances the con- 
ditions are decidedly complicated, and we may meet with various 
combinations of adhesions, great thickening, localised collections 
of fluid, or possibly even the remains of a pneumothorax or pyo- 
pneumothorax. Nor must I forget to note here that the pleura 
may be the special seat of an extensive tubercular or malignant 
infiltration, which still further complicates matters. 

The important practical lesson for us to bear in mind is, that 
when brought into contact with what is obviously a chronic 
pleuritic case, we must not jump to the conclusion that we have 
to deal simply with an effusion, a conclusion to which a careless 
examination might easily lead; and we must always further 
remember the possibility of some of the conditions being of a 
very grave nature. 

2. Pulmonary and Air-Tubes.—Of course there is no definite 
line of demarcation between the bronchial ramifications and the 
other tissues which enter into the construction of the lungs, and 
it is a familiar fact that they are all more or less implicated in a 
large number of cases. Under this head, however, it will also be 
convenient to allude to certain lesions affecting the main air- 
passage or its primary bronchial divisions, which are liable to be 
met with in connection with some lung diseases. The _ sub- 
divisions given in the Table indicate, I think, fairly clearly the 
aspects under which the Jarge majority of chronic pulmonary 
cases come before us in practice, and I propose to say a few words 
about each. 

(a) Phthisical.—I often wonder what is the actual conception 
entertained of an ordinary case of chronic phthisis, by many 
persons who talk so glibly about microbes, tubercular granula- 
tions, and the like, and who are ever on the look-out for, and 
eager to adopt the latest ‘“‘cure’’ for this disease, however absurd 
the suggested remedy or method may be. Among the laity there 
is unquestionably at the present time a widely spread vague sort 
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of idea that consumption is all a matter of bacilli; that these 
disturbers of our peace are merely roaming about and having a 
generally good time in our lungs; that all we, as a profession, 
have to do is to ‘‘ go for’ them in some way or other; and that if 
we succeed in dislodging, destroying, or otherwise circumventing 
these organisms, as we ought to if we lay any claim to “scientific 
progress,” this disease, which has been in the past such a terrible 
scourge, will lose all its terrors! They do not seem to realise in 
the least that there are any actual lesions, pulmonary or other, 
and even when the chest and its contents have become a total 
wreck, their eyes are not opened to the absurdity of their notions, 
and they will fly to any quack who promises a cure! Of course, 
I do not for a moment suggest that these ideas are held by any 
medical man of average education, but I must say that what one 
reads and hears indicates rather an undue fondness for bacilli, and 
often reveals a want of a practical and intelligent appreciation of 
the actual morbid changes which ordinarily characterise phthisical 
cases, especially as regards their extent and combinations. I¢ is 
not my business on the present occasion to discuss the pathology 
of phthisis, or to describe its lesions ; nor do I wish to minimise in 
the smallest degree the importance of the bacillary doctrine in 
relation to this complaint. My subject, however, compels me to 
point out that the changes in the lungs themselves, setting aside 
other thoracic structures, are definite enough and well-understood, 
are often of a pronounced nature, and in cases of some duration 
are sure to be more or less combined, ultimately not uncommonly 
culminating in a highly complicated state of things. As the 
evidences and results of the phthisical process in these organs we 
have to deal with distinct areas or masses of consolidation— 
tubercular, inflammatory, caseous, or mixed; miliary tubercles, 
diffused or in groups; softening of these structures and breaking 
down, leading to destruction of the pulmonary tissues; cavities in 
all varieties of size, shape, characters of walls and surroundings, 
and contents, more or less suppuration usually taking place in 
them; as well as with changes indicating a tendency to arrest of 
the disease in places, and to a reparative process, especially the 
formation of a fibroid tissue, which leads to induration and con- 
traction of the affected portion of lung, with narrowing, and it 
may be, even ultimate closure of some cavities. Then we have to 
recognise also in many.cases an associated bronchitis, which con- 
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tributes more or less to the expectoration ; while in some instances 
there are definite tubercular ulcers in the larger bronchi or 
the trachea. The more pronounced laryngeal complications of 
phthisis hardly come within the scope of my subject, as the 
larynx is outside the thoracic cavity, but I may point out that 
laryngeal symptoms are occasionally produced by the effects of 
phthisical changes upon intra-thoracic nerves, and these must also 
not be overlooked. Again, in parts of the lungs not actually 
phthisical, compensatory distension or so-called emphysema is 
often met with; and there are also vascular changes, but the only 
one I need specially mention is the possible development of an 
aneurism on a branch of the pulmonary artery within a cavity. 
In that special group of cases known as “ mechanical phthisis ” 
there is the additional element of different solid foreign particles 
infiltrating the lung-tissues. 

The brief sketch I have just given of the pulmonary lesions in 
cases of chronic phthisis is merely intended to illustrate the fact 
that they have a positive existence, and to point out how they 
may be mixed up in a variety of ways in different cases. Anyone 
who has much experience of this disease knows but too well what 
a complicated set of conditions even one lung commonly presents, 
and as both organs are often implicated, the complication becomes 
still more intricate. There is one point I should like to notice 
here, namely, that it is very important to recognise the pathological 
nature of the different solid materials met with in phthisical lungs, 
and that it is highly misleading to sum them all up under the 
general term “ consolidation.” 

(b) Hmphysematous and Bronchitic.-—This is a familiar class of 
cases, which are usually dealt with in a very summary manner, 
and are seldom thought worthy of much attention. Nevertheless, 
they do deserve some consideration in relation to my subject, 
though I can only glance at a few prominent points. I must 
remark at the outset that the term “emphysema” is not un- 
commonly used in a very loose fashion, to signify any abnormal 
pulmonary distension or accumulation of air in the lungs, whether 
general, unilateral, or local. Iam now concerned, however, with 
the real disease, as it comes before us in everyday practice, in 
which not only are both these organs more or less enlarged and 
distended, but their tissues have also undergone certain structural 
changes, chiefly evidenced by impairment or loss of elasticity and 
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expiratory force. Now this condition is most likely to be 
associated with a chronic bronchial catarrh or bronchitis of some 
kind, though there are times when the patient may be practically 
free from any such trouble, while it is liable to periodical exacer- 
bations from the action of well-known causes. In many instances, 
of course, it is the bronchitis which has been the primary disease, 
and it may be affirmed as a general statement that this complaint 
cannot persist for any length of time without producing more or 
less emphysema, even in early life. I call special attention to this 
fact because I have so often been distressed by the pitiful sight of 
young subjects suffering in this way, evidently mainly as the con- 
sequence of ignorance and neglect. In whatsoever manner they 
may have started, a large number of the cases which we designate 
as those of “emphysema and bronchitis” are straightforward 
enough and comparatively simple, merely presenting the com- 
bination which the expression implies. Even thus far, however, 
they are worthy of more attention than they habitually receive, 
for we ought to try, at any rate, to determine certain details about 
them, as, for example, the degree of distension of the lungs; the 
amount and nature of the changes in their tissues, and how far 
their elasticity is inpaired ; the kind of bronchitis, with its amount 
and mode of distribution; and the state of the chest-walls. It 
would be very interesting to discuss the effects of pronounced 
emphysema upon the chest-walls and diaphragm, as well as its 
association with chest-deformities, but time forbids me to do so, 
and I can only say that these also demand due consideration, as 
they are often essential parts of the case. I have already referred 
to the importance of rigidity of the thorax in relation to the 
emphysematous condition. 

One point deserving of notice in relation to emphysematous and 
bronchitic cases is that, from time to time, owing to the escape of 
air from the lungs being obstructed by the conditions of the 
bronchi, these organs become more distended than usual, and 
under such circumstances the emphysema appears to be really 
greater than it actually is, and when the obstruction is removed 
they diminish in bulk, it may be considerably, as evidenced by 
the size of the chest, while its movements also improve in pro- 
portion. 

With regard to the changes affecting the bronchi in the cases 
now under consideration, we have to bear in mind not only 
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different varieties of bronchitis, but also that the walls of these 
tubes are in time likely to undergo serious permanent changes, 
their mucous lining likewise becoming disorganised, and finally 
more or less extensive bronchial dilatation being not uncommonly 
established. Bronchiectasis should more especially be remembered 
as a possible condition, because extensive emphysema will often 
completely obscure the physical signs which may be expected to 
reveal the presence of the dilated tubes. I may mention here that 
plastic bronchitis is a rare variety met with, associated with a 
more or less emphysematous state of the lungs. 

(c) Chronic Pneumonic.—I can only very briefly refer to the 
conditions which come under this heading. There are the well- 
known cases of chronic interstitial pneumonia, which are described 
under the terms “ cirrhotic or fibroid lung,” “ fibroid phthisis,” &. 
These become in time decidedly of a complex nature, in whatever 
way they may have originated. The fibroid change is limited in 
most cases mainly or entirely to one lung or a portion of it, which 
is thus hardened and contracted, being rendered quite useless ; it 
is also often accompanied with the remains of phthisical cavities, 
and still more frequently with dilated bronchi; while unaffected 
areas of the same lung, as well as the opposite one, become the 
seat of compensatory distension, which may ultimately terminate 
in true emphysema. Sometimes both lungs are involved in 
unequal degrees ; or if one is not fibrotic, it is frequently the seat 
of bronchitis. 

There is an exceptional class of chronic pneumonic cases which 
I must just mention, as they may prove very puzzling. In these 
one lung is either throughout, or over a large extent, absolutely 
solid, but instead of being contracted, it is more or less enlarged. 
The opposite lung becomes greatly distended, and also in some 
instances the seat of dry bronchial catarrh, so that the general 
aspect of the patient, as well as the prominent symptoms, may 
resemble closely at first sight those of an extreme case of 
emphysema and bronchitis, with an asthmatic tendency. 

(d) Syphilitic—Time forbids my doing more than allude to 
these cases, which are somewhat indefinite from a clinical point of 
view, though they occasionally present obvious combinations of 
different morbid conditions, which it may be possible to recognise 
during life. 

(ec) Mixed.—I have already given illustrations of mixed con- 
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ditions in the lungs, but I have thought it desirable to designate 
by this term a particular class of cases, in order to emphasise the 
fact that any of the pulmonary lesions which I have been thus far 
considering may be met with together in almost every conceivable 
variety of combination. There are two points to which I more 
especially wish to draw your attention in this connection. I have 
heard it often stated, and it seems to be rather a prevalent idea, 
that emphysema and tuberculosis are antagonistic, and are rarely 
observed together. Now, as a matter of fact, phthisical changes 
are not at all uncommon even in markedly emphysematous Iungs ; 
while it is quite usual to find the two conditions associated 
together in different parts of the same organ. Under these 
circumstances the physical signs of the tubercular lesions are very 
likely to be obscured, and we may have to rely very much on the 
symptoms in their diagnosis. The other point to which I must 
refer is the relation between phthisis and chronic bronchitis. 
There is a distinct class of cases in which, chronic bronchitis 
having existed in a more or less pronounced form for a variable 
period, tubercular changes ultimately snpervene, which are easily 
explained on the bacillary theory, and the clinical phenomena 
reveal definitely enough a combination of the two diseases. The 
danger is lest the development of the tubercular lesion under 
such circumstances is not recognised, and my observations have 
led me to the conclusion that not a few cases regarded as 
bronchitic, and so recorded in death-certificates, are in reality 
phthisical, a most important matter, in my opinion, in relation 
to life insurance, to the question of the heredity of consump- 
tion, and to the danger of the transmission of tuberculosis by 
the sputum or by direct infection. This oversight is especially 
liable to happen in the case of patients advanced in years, a state- 
ment in support of which I could mention many examples from 
personal knowledge. 

3. Pleuritic and Pulmonary.—If I were to attempt to discuss in 
detail the different kinds of cases in which pulinonary and pleuritic 
conditions exist together, the subject would take up at least the 
whole of the time allotted for one of these lectures. I must, how- 
ever, on the present occasion content myself with merely stating 
emphatically the fact that these combinations do frequently 
present themselves under different aspects in practice, and giving 
a few prominent illustrations in support of my assertion. 
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First, we have to deal with fairly simple cases, in which, as the 
result of a definite attack of pleurisy with effusion, or perhaps an 
empyema, the immediate effects produced by these conditions on 
the lungs remain persistent, but there is no further active mischief 
in these orgaus. That is to say, the lung on the affected side 
continues in a more or less condensed or collapsed state, being 
bound down by pleural adhesions, probably becoming also in 
course of time somewhat fibroid ; while the opposite one presents 
various degrees of distension or compensatory hypertrophy. This 
combination may remain quiescent for an indefinite period. Some- 
times an effusion into the pleura does not clear up; or there may 
even be the association of chronic changes previously referred to. 

Secondly, it must be constantly borne in mind that pleural 
adhesions, varying in extent and situation, but often well-marked, 
and frequently accompanied with more or less thickening, are 
most important factors ina large number of cases belonging to 
the pulmonary groups considered under the previous heading. 
I lay special stress on this point, because my experience has 
convinced me that by many these pleuritic conditions are never 
even thought of under such circumstances; while they are fre- 
quently overlooked when evidently producing very troublesome 
or serious effects. In chronic phthisis, for instance, it is quite 
common to find one lung universally adherent, the change often 
extending much beyond the limit of the actual pulmonary disease ; 
while the opposite organ may be also partially fixed in a similar 
way. Of course, in some of these cases the phthisis 1s secondary 
to the pleuritic condition, but the lesions as they come before us 
are practically the same. It is at the present time a favourite 
doctrine that most cases of pleurisy are originally tubercular, but 
without discussing this doctrine, | must be permitted to say that 
I do not agree with it as a general statement, although I fully 
recognise the great importance of pleuritic conditions in relation 
to phthisis, and also that they are often truly tuberculous. Next, 
with regard to emphysema and bronchitis. Local adhesions are 
very frequent in association with these affections. There is also 
a very definite class of cases of this kind, in which a more or less 
extensive and usually very firm adhesion binds down the upper 
part of one lung, this being sometimes associated with a chronic 
mediastinitis. A somewhat complicated class of cases occasionally 
present themselves, which without due care are very liable to be 
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regarded as merely ‘emphysematous and bronchitic.” Their 
history is that the patient has had a definite attack of pleurisy, 
which has left one lung universally adherent, and probably com- 
pressed, while the opposite lung has undergone compensatory 
hypertrophy. In course of time, however, the enlarged organ 
becomes highly emphysematous, and ultimately greatly distended ; 
while the compressed lung may also expand under certain cir- 
cumstances, and subsequently become emphysematous. Dry 
bronchial catarrh or chronic bronchitis is frequently added to 
these conditions, and should phthisis supervene as well, as may 
actually happen, the case comes to present a highly complicated 
aspect. I have had the opportunity of watching some cases of 
this kind in their progress and development, and I must say that 
occasionally they ultimately become decidedly puzzling. In con- 
nection with the fibroid lung the pleura is usually very much 
thickened, and the adhesions very dense, while the lobes of the 
organ are also firmly matted together. Some of these cases have 
undoubtedly originated in pleuritic changes, but into any dis- 
cussion of their pathology I cannot now enter. 

Thirdly, there are definite cases of a chronic phthisical nature 
in which pulmonary and pleuritic lesions exist together in a 
pronounced form, including perhaps the remains of a pneumo- 
thorax, and the combination may be very perplexing. Occasionally 
one meets with phthisis at one apex, and an effusion on the 
opposite side, which returns again and again after removal by 
paracentesis, being evidently of tubercular origin. Exceptional 
instances occur in which the combination of conditions affecting 
the lungs and pleure is extremely complex. LHxtensive thick 
adhesions, and tubercular infiltration, with perhaps the remains 
of effusion or a pneumothorax; marked emphysema in parts; 
phthisical lesions of all kinds, with fibroid changes and dilated 
bronchi; and _ bronchitis 





all are jumbled up together in 
inextricable confusion. 

Lastly, an important class of case where the pleura and lung 
are involved together are those in which an empyema has burst 
into the lung, and the discharge of pus in this direction has 
persisted as a chronic state, the matter being usually coughed up 
at intervals. In short, we have then to deal with a pyo-pneumo- 
thorax, which is periodically emptied partially or entirely by way 
of the air-passages. The state of the lungs under these circum- 
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stances varies much in different cases, and may be very difficult 
to determine with any approach to accuracy. 


B.—Pericardial, Cardiac, and Vascular. 


I have thought it desirable to prepare a separate Table, to which 
I now invite your attention, indicating the various chronic morbid 
conditions which may affect the pericardium, heart, and great 
vessels. I have done so because in dealing with these structures 
from a clinical point of view it is particularly helpful to have a 
systematic and comprehensive knowledge of the changes to which 
they are liable; and also because I have a very strong impression 
that certain of them are not unfrequently altogether forgotten in 
dealing with individual cases. 


TABLE LV. 


Chronic Pericardial, Cardiac, and Vascular Conditions. 


I.—Pericardial adhesion or agglutination—Calcification—Chronic Effusion 
—Pyo-pericardium (rare). 
IT.—Cardiac— 
1. Aifections of Orifices, Valves or their Appendages, and Endocardium. 
2. Enlargements of Heart— 
(a) Hypertrophy Varying in degree, distribution, and 
(6) Dilatation relative combination. 
3. Atrophy—Diminution in size. 
, Fatty Infiltration. 

5. Myocardial changes — Fatty Degeneration — Connective-tissue 
Hypertrophy—Fibroid Myocarditis—Brown Atrophy, and other 
peculiar degenerations. 

6. Rare conditions—Cardiac Aneurism—Growths—Hydatids. 

7. Congenital Malformations—Traumatic rupture of septa. 

III.—Vascular— 

1. Atheroma or calcification of aorta and large branches—Chronic 
Aortitis— Dilatation. 

2. Aneurism of various kinds. 

3. Degeneration and narrowing of coronary arteries. 

4. Dilated large veins—Incompetency of valves. 

5. Changes in pulmonary artery. 


aN 


Of course it is quite out of the question for me to attempt in 
these lectures to give any classification of the several ways in 
which the morbid conditions mentioned in the Table may be asso- 
ciated together, and, without further comment, I can only submit 
the following general propositions :— 
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1. That cases of cardiac disease are, in relation to the structures 
immediately concerned, in a large proportion of cases by no means 
so simple as they are often thought to be, and that. most of them 
must inevitably at some period or other of their history present 
different changes in various combinations. They cannot and 
ought not to be summarily dismissed as presenting this or that 
“murmur,” even when a grand name is attached to it; or 
under the comprehensive and sometimes meaningless expression 
“enlarged heart.” 

2. That pericardial adhesion or agglutination is a most impor- 
tant element in not a few chronic heart-cases, and should therefore 
always be borne in remembrance, especially as it can frequently 
be easily recognised. 

3. That in every individual case it is essential to think of all 
the conditions associated with the heart itself referred to in the 
Table, and to study them intelligently, being guided by an adequate 
general knowledge of the probable combinations which may be 
anticipated under particular circumstances. I may allude here to 
the fact that it is quite common to find two or more orifices and 
their valves affected in the same case, and the well-known con- 
sequences of these lesions will be modified accordingly. Congenital 
malformations and other peculiar classes of cases must, of course, 
be regarded from their own special aspects. 

4. That functional disorder of the action of the heart does often 
modify from time to time, or even persistently, in a remarkable 
way and degree, the phenomena associated with organic cardiac 
affections, both symptoms and physical signs, and it should, there- 
fore, be made a rule always to study systematically the mode in 
which the heart is performing its functions, in relation to the 
organic changes that happen to be present. In short, we have 
frequently to deal with a combination of organic disease and 
functional derangement of this organ, which it is most important 
to recognise and understand. 

5. That it is also of the highest importance always to attend to 
the great vessels within the chest and those of the neck, as these 
are commonly affected in various ways along with the heart, or 
may reveal conditions of this organ which cannot otherwise be 
definitely determined. The frequency of extensive atheroma or 
calcification of the aorta and its large branches in cases of cardiac 
disease ought never to be forgotten, or there may even be distinct 
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dilatation as well, or even an aneurism. In this connection atten- 
tion may also be specially drawn to similar changes affecting the 
coronary arteries, although it may be very difficult positively to 
determine their presence. Certain conditions of the veins, which 
are really morbid, are likewise of great significance and conse- 
quence, especially in relation to abnormal states of the right heart. 


C.—Resprratory and Circulatory. 


The next group of chronic chest-cases of a combined nature 
which claim our consideration are those in which the respiratory 
and circulatory apparatus are involved more or Jess at the same 
time. Here, again, I can only glance at a few leading points. 

The mutual pathological relations of the respiratory organs and 
heart are, on the whole, well-understood and recognised, and we 
often meet with combinations resulting therefrom, as exemplified 
by the effects of mitral disease on the lungs, on the one hand ; 
and on the other, of those of prolonged emphysema and bronchitis, 
or of certain other conditions obstructing the pulmonary circula- 
tion, upon the right heart. One effect which pulmonary changes 
may produce in relation to the heart and pericardium worth 
remembering is that when the lungs are highly emphysematous 
these structures become more or less completely covered, while at 
the same time the right side of the heart seems to be pushed down 
towards the epigastrium. On the other hand, as the result of 
contractile changes, in connection with chronic phthisis or pleurisy, 
the pericardium and its enclosed structures become unduly ex- 
posed, or the large vessels may be also uncovered. Again, the 
mutual physical results of certain conditions must be borne in 
mind. These are most obvious in the case of the heart, which is 
very liable to be embarrassed in its action, or to be pushed or 
dragged in different directions by various changes affecting the 
lung or pleura. The fact is not so well recognised that a very 
large heart compresses the left lung more or less, and I have 
known it to be completely collapsed and airless from this cause. 

Another class of cases in which the respiratory and circulatory 
apparatus present combinations of chronic morbid conditions are 
those where the changes are the effects of the same cause or 
causes, which have operated upon both sets of structures. As I 
shall show in the next lecture, they may be involved in an acute 
inflammatory process at the same time, and the remains are likely 


9—2 


132 ON THE COMBINATIONS OF 


to come before us under a more or less complex aspect. An 
important illustration worthy of notice in this connection is that 
certain of the causes which have been previously considered as 
producing over-distension of the lungs and rigidity of the chest- 
walls, act at the same time upon the great arteries, or even upon 
the aortic valves, and that in this way a very serious combination 
of conditions may be originated, for which under the circumstances 
we should always be prepared. 

Lastly, certain chronic changes, commencing either in the respi- 
ratory or circulatory structures within the thorax, may gradually 
spread to those adjacent, so that both sets become involved, and 
ultimately the conditions may be highly complicated. This obser- 
vation applies chiefly to tubercular cases. 


D.—Special Diseases. 


I have simply enumerated certain classes of chest-cases under 
this heading, which are obviously distinct and peculiar, and each 
of which, not only from a general aspect, but also in individual 
instances, demands independent and special study and considera- 
tion. The conditions to which they severally give rise are likely 
to be presented in various combinations, and not uncommonly 
they are extremely complicated. I do not propose to deal with 
the individual members of this group, and can only offer two or 
three general remarks about aneurism and glandular enlarge- 
ments or other kinds of intra-thoracic tumour, malignant and 
non-malignant. It is necessary to be constantly on the look-out 
for these kinds of cases, and especially aneurism, for although 
they are of comparatively infrequent occurrence, we never know 
when they may come under our notice. I say this advisedly and 
emphatically, because I have met with some striking instances in 
which an aneurism has been entirely overlooked, when the condi- 
tions present, which had been produced by the aneurism, clearly 
pointed to this disease as the primary source of the chest trouble. 
Enlarged bronchial or other glands within the chest is another 
condition to be remembered, especially in children. In relation 
to a thoracic aneurism or solid tumour we have not only to think 
of these conditions in themselves, but also of their effects upon 
adjoining structures, These must be well-known to every properly- 
trained practitioner, and as a rule it ought not to be difficult to 
understand the phenomena resulting therefrom in individual cases. 
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The changes may be of a pronounced and definite physical nature 
within the chest, such as collapse or compression of a lung; con- 
solidation or destruction of a portion of one or both lungs; 
chronic pleurisy and its results; hydrothorax ; cardiac displace- 
ment, &c.; but it is in these classes of cases more particularly 
that we have to bear in mind the several minor structures in the 
mediastinum, interference with which is indicated merely by 
certain thoracic symptoms, by special superficial phenomena, by 
remote symptoms, or by signs which are only revealed by par- 
ticular methods of examination. .I must draw special attention 
to the fact that an aneurism of the aorta may come before us 
under the guise of what appears to be a mere case of “‘ emphysema 
and bronchitis,” the result of pressure on the trachea, the 
aneurism itself being entirely obscured by the distended lungs, 
and out of reach. 


H.—Independent Diseases. 


Under this head | only wish to say that there are cases of chest 
disease in which morbid conditions are associated together, having 
no direct connection with each other, and being in reality quite 
independent. For instance I have met with not afew cases of 
phthisis and cardiac disease which would come under this 
category, as well as exceptional instances of aneurism and 
phthisis. Another illustration is the association of a right 
pleurisy with cardiac disease ; and if time permitted I could give 
from my own experience numerous other examples. 


F.— Highly Complicated Conditions. 

I have already given examples of combined chest-conditions of 
a complicated nature, and I merely remark further that excep- 
tionally they present such a degree of complexity that it becomes 
practically impossible to unravel them, apparently every structure 
connected with the thorax, both internally and externally, being 
more or less implicated in the morbid changes, and ultimately 
becoming either agglutinated and matted together into one mass, 
or involved inacommon ruin. Some highly complicated cases, 
however, can be fairly understood, even when several structures 
are affected. 
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General Conclusions. 


I am afraid that I have much wearied you with my attempt to 
discuss, in something like systematic fashion, the aspects under 
which cases of combined chronic morbid conditions of the chest 
present themselves in actual practice. Permit me, however, 
before bringing this lecture toa close, to submit the following 
general conclusions to which the discussion has, I think, fairly 
led, namely :— 

(1) That chronic diseases, even of individual structures or 
organs, to which we apply particular names, are in reality usually 
made up of different morbid conditions, in various combinations. 

(2) That two or more directly related structures are frequently 
implicated, and present well-recognised associated lesions, in cases 
which are thus designated. 

(3) That definite and well-understood pathological relations 
exist between the important organs occupying the thoracic cavity, 
which explain many of the combinations of morbid conditions met 
with in medical practice; but also that these and the other 
structures associated with them may be implicated together, apart 
trom the effects of any such obvious connection. 

(4) That certain classes of cases must be dealt with specially 
and individually, as regards the morbid combinations which they 
are likely to produce. 

(5) That we must be prepared for cases in which separate and 
independent diseases exist together within the chest, as well as 
for those in which the changes are of a highly complicated 
nature, and which may tax our knowledge and skill to the utmost 
in our attempts to unravel them. 

(6) That in all cases of chronic thoracic disease due attention 
and consideration must be given to the chest-walls; and that in 
not a few instances at any rate the diaphragm ought not to be 
forgotten or overlooked. 
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LECTURE IL. 
ViI.—Comsrnations in Acute CASsEs. 


Mr. Prestpent AND GENTLEMEN,-—I now invite you to a dis- 
cussion of certain aspects under which acute chest-cases come 
before us in practice, presenting combinations of conditions which 
we are bound to recognise, if we desire to understand these cases 
properly, and to treat them intelligently and rationally. I do not 
know whether my experience accords with that of others here 
present, but I meet nowadays with so many acute chest-affections 
of a more or less complicated nature, that it is really quite a 
comfort to come across a case that is fairly straightforward and 
simple. 

I may remind you at the outset that the acute morbid conditions 
associated with the contents of the thorax are of different kinds, 
and not merely inflammatory, and itis most desirable to have a 
definite knowledge of their nature when dealing with individual 
cases. I will not, however, trouble you with any discussion of these 
conditions, but proceed at once to consider the chief aspects under 
which combinations of morbid changes present themselves in 
acute chest-cases, as indicated in Table V. 


TABLE V. 
Combinations in Acute Ohest-Cases. 


A.—Acute conditions supervening on chronic. 

B.—Associated conditions in air-tubes and lungs. 

C.—Secondary effects of an acute disease. 

D.—Combinations of acute inflammatory diseases— 
1. Tracheo-bronchitis— Varieties of bronchitis. 

. Pleuro-pneumonia. 

. Broncho-pneumonia. 

. Bronchitis with lobar pneumonia. 

. Diphtheritic extension. 

. Pericardial and cardiac. 

. Complicated cases. 


NID OP WO bd 


E.—Tuberculo-inflammatory combinations. 
F.—Miscellaneous combinations. 


It will be convenient to discuss separately each of the groups 
given in the Table. 
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A.—Acute Conditions Supervening on Chronic. 


It is a very common event for some acute chest-affection to 
supervene upon chronic morbid conditions of various kinds, and 
this is a most important point in relation to my subject. This 
fact becomes important from two points of view. The natural 
tendency is to look upon an acute complaint as the sole mischief, 
especially if nothing is known about the previous history of the 
patient, and therefore it is always necessary to guard against this 
tendency, and to be constantly on the look-out for any preceding 
chronic changes which happen to be present. On the other hand, 
when such changes are known to exist, and especially if they are 
pronounced, the development of any acute complication demands 
immediate recognition, as well as intelligent study in relation to 
the circumstances under which it occurs. Unless one is thus on 
the alert, the combination is liable to be either overlooked 
altogether, or misinterpreted, for the phenomena to which it 
gives rise are often anything but characteristic. Having offered 
these general remarks, I now proceed to give a few illustrations 
of the more prominent combinations which have to be recognised 
under this category, so far as they have come within my own 
personal experience. 

1. I must just refer once more in this connection to the import- 
ance of always recognising the presence of certain conditions of 
the chest-walls, and other minor changes discussed in the former 
lecture, when an acute affection develops in this region, That 
under such circumstances, especially if they are pronounced, they 
add more or less, and often seriously, to the troubles and dangers 
associated with such an affection, is indisputable, and they may 
contribute in no small degree to a fatal result. I need scarcely 
say that the occurrence of an acute inflammatory disease as a 
complication in a case of marked chest-deformity is often most 
grave. 

2. The importance of pleuritic adhesions in relation to acute 
diseases of the chest is so manifest, that I make no apology for 
discussing this point in some little detail. In the first place, it is 
interesting to note that when a local adhesion exists, the origin 
of which is quite unknown, the corresponding limitation or undue 
prominence of signs of a bronchial catarrh may reveal its presence 
and site, and I have known this happen again and again in the 
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same case. I have a strong impression that an apical adhesion 
may in this way prove a real source of danger, by predisposing to 
repeated irritation of the upper part of the lung, and thus laying 
the foundation for tubercular infection. 

A far more important condition to be noted in its association 
with acute affections of the chest is the existence of a unilateral 
basic adhesion, extending more or less upwards, the signs of which 
may or may not have been previously evident. There is generally a 
history of some acute illness, be it only known by the expression 
“congestion of the lungs,” and of course the practitioner may be 
aware of all the facts of the case. This condition always acts as 
a predisposing cause for the special implication of the lower part 
of the corresponding lung, which is embarrassed by the adhesion, 
and even when the patient has merely a slight cold, but still more 
if he has a definite bronchitic attack, the signs usually become so 
marked and out of proportion over the corresponding base, that 
anyone who is not aware of the combination is very lkely to 
attach far greater importance to them than they deserve, and to 
diagnose a serious congestion of the lung (which in a certain 
sense may be correct), or an actual pneumonia which does not 
exist. Therefore, whenever moist rales, in more or less acute 
cases, are heard only or in marked excess over one base, other 
signs of pneumonia being absent, the possibility or even 
probability of an adherent pleura being the explanation should 
always be borne in mind. 

There is one class of case to which I particularly wish to refer 
in connection with basic pleuritic adhesion. The tendency of this 
condition is not only to embarrass the lung, and probably to 
damage its structures to some degree, but also to retain secretions 
or any morbid products which may be formed in the bronchial 
tubes or air-vesicles. I frequently meet with cases in which rales 
due to such accumulation are constantly present at one base, 
varying in their amount from time to time. Indeed, sometimes 
in association with a general agglutination they are heard exten- 
sively over one side, and I have ventured to give to these 
adventitious sounds the term “‘ adhesion-rales.” Now it occasion- 
ally happens in course of time, that without any obvious increase 
in the physical signs, indicating either pneumonic consolidation, 
pulmonary destruction, or suppuration, more or less acute general 
symptoms set in, much like those of phthisis, which increase in 
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severity, until sooner or later the patient succumbs. Local 
symptoms may develop or increase, but not in proportion, and 
there is often only a small amount of muco-purulent expectoration. 
Sometimes signs indicating secondary progressive implication of 
the lung-tissues in an upward direction supervene, but they do 
not point to anything like a cavity. No doubt many of these 
cases become actually tubercular, and they would be classed as 
“basic phthisis,” but certainly not all. At any rate, I have met 
with some in which experienced bacteriologists have failed to 
detect any tuberele-bacilli in the sputum, after repeated examina- 
tions. I have a strong opinion, however, that the grave results 
in all these cases are really due to micro-organisms, probably of 
different kinds, which gain access with the inspired air into the 
base of the lung, where they find a suitable nidus in the retained 
secretions and morbid products, in which they flourish and 
multiply, producing toxins which are absorbed, and by degrees 
poison the patient. Whatever may be the explanation, the 
practical lesson is that a basic adhesion, accompanied with the 
persistent presence of rales, is a condition never to be overlooked 
or under-rated, and one that decidedly predisposes to acute 
changes of a grave nature. There is still another point worthy 
of notice relating to a pleural adhesion involving the lower part 
of one side, namely, that should another definite attack of acute 
pleurisy with effusion, or of pneumonia supervene, then the state 
of things within the chest, as well as the progress of events, may 
be very curious indeed. It sometimes becomes, under the cir- 
cumstances, decidedly difficult to interpret accurately the meaning 
of the physical signs, which are quite unintelligible apart from the 
recognition of the previous pleuritic condition, and the difficulty 
is all the greater if, as I have known happen, a pericardial effusion 
is added to the troubles. 

. I now wish to say a few words with regard to acute conditions 
occurring in cases where one lung is universally adherent. 
Should a well-marked attack of bronchitis develop under such 
circumstances, the signs on the two sides are likely to be quite 
different, and the embarrassed lung will probably suffer much 
more seriously than the opposite one. In these cases also definite 
pleurisy with effusion, or a pneumonia may develop on the healthy 
side, and this is obviously a very awkward and dangerous combi- 
nation, though not necessarily fatal. 
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The relation of a generally adherent lung to acute tubercular 
changes is extremely interesting and important. Unquestionably 
an acute phthisis with rapid destructive changes may develop in 
connection with a lung which has been known to be generally 
adherent for a long period, but which until that time has given no 
apparent trouble: or it may start on the healthy side. In some 
of these cases, however, careful inquiry will show that there have 
been slight symptoms, of longer or shorter duration, indicating 
that the lung has been affected, and upon this condition the acute 
changes supervene, which may run a very rapid course. Another 
tubercular process which may possibly complicate the general 
chronic pleuritic adhesion is what may be described as an outburst 
of miliary tuberculosis in the corresponding lung, while the 
opposite one is practically free. I have known such an event 
occur, accompanied with very peculiar symptoms and indefinite 
physical signs, matters being only satisfactorily cleared up at the 
post-mortem examination. 

Before leaving the pleura, I may mention that sometimes an 
acute intra-thoracic inflammation complicates the pronounced 
combined. conditions associated with this structure alluded to in 
the previous lecture. The possibility of such a complication in a 
ease of empyema which has communicated with the lung must 
also be noted, of which I have met with more than one striking 
instance. 

With regard to the more definite chronic diseases of the chest, 
it must always be borne in mind that different acute affections 
may arise as complications in cases of phthisis, emphysema, 
fibroid lung, cardiac disease, aneurism, &c. In connection with 
phthisis we not uncommonly have to deal with temporary attacks 
of acute bronchitis, likely to be purulent; a definite pneumonia, 
which sometimes surrounds and is limited to the vicinity of an old 
cavity, exceptionally ending in gangrene; disseminated broncho- 
pneumonia ; repeated attacks of dry pleurisy, which are probably 
indications of active progress of the tubercular disease, and of its 
extension to the pleura, or even a well-marked acute pleural 
effusion, either on the same side as the pulmonary lesion, or on the 
opposite side when it happens to be unilateral. Here also must be 
mentioned a very serious class of cases, in which an acute and 
rapidly progressive and destructive phthisis, or an acute miliary 
tuberculosis, unexpectedly breaks out in a perfectly quiescent 
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chronic case, or in one even where the lesions are very limited, 
and appear to have been practically cured. I must confess that I 
have seen this happen under circumstances which strongly 
suggested fresh infection from without. 

Pronounced emphysema is well-known as a predisposing con- 
dition for an acute attack of bronchitis, often of the ‘dry 
catarrhal”’ type, but which differs much in its characters, and 
sometimes tends to be of the “ capillary’ variety. The association 
of a purulent bronchitis, with profuse expectoration, marked 
general symptoms, and high fever, in a case of emphysema, may 
simulate in a remarkable degree acute phthisis, and I have known 
a fatal prognosis given on these data in a case which ultimately 
completely recovered. Let it be clearly understood, however, that 
an acute tubercular phthisis may possibly develop even in con- 
nection with extremely emphysematous lungs. The association of 
a definite acute lobar pneumonia with pronounced emphysema is, 
im my experience, rare, but I have known double pneumonia 
occur under these circumstances, there being also a deformed 
thorax, and yet recovery take place. 

The supervention of an acute complication upon a chronic 
cardiac affection is always a serious matter, and demands the most 
careful attention. Of course any acute infammatory disease 
associated with the respiratory organs may set in, aad its dangers 
are likely to be much increased under the circumstances. Certain 
forms and combinations of cardiac diseases are liable to produce at 
any time acute pulmonary congestion with oedema, or sometimes 
embolism and infarction: or hydrothorax may occur. The 
development of an acute endocarditis, probably malignant, on an 
old valvular disease is of supreme consequence, and this possibility 
should never be forgotten. When this condition happens to be 
added to an already complicated heart-case, with an adherent 
pericardium, possibly accompanied with extensive aortic degenera- 
tion, the entire combination is from all points of view extremely 
orave. 

Time forbids me to refer further to the special association of 
acute diseases of the chest with particular chronic conditions, and 
it must suffice to state that they may possibly complicate any case. 
If it should happen that various changes have previously existed 
together, the sum total of the conditions is likely to be most 
difficult to estimate and treat. 
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B.—Associated Conditions in Air-tubes and Lungs. 


It is important to draw attention to the fact, that in a con- 
siderable proportion ‘of cases in which the lungs are acutely 
affected, we have to deal with a more or less complicated state of 
things, as regards the actual conditions in these organs and in the 
air-tubes. For instance, a mere attack of bronchitis, by obstruct- 
ing the tubes in different degrees, leads on the one hand to 
temporary accumulation of air, and consequent pulmonary dis- 
tension ; or, on the other hand, to pulmonary collapse, of lobular 
or more extensive distribution. The expression ‘‘congestion of 
the lungs” is commonly employed in relation to acute chest-cases 
in the most vague way possible, and is in not a few instances 
absolutely wrong and misleading; nevertheless I wish to point 
out particularly that this is a real condition, which frequently 
forms an important element in a ease, either directly, or by its 
effects. Thus, in connection with croupous pneumonia, especially 
if of rapid onset and extensive distribution, or if both lungs are 
involved, the disturbance of the pulmonary circulation is sure to 
lead te congestion of more or less of those portions of the organs 
which are not consolidated, and it may be of practical consequence 
to recognise the combination. The conditions termed “ broncho- 
pneumonia” and ‘capillary bronchitis” are also in reality of a 
mixed character, in which pulmonary congestion takes a prominent 
part. It is likewise associated with acute miliary tuberculosis, 
giving rise to certain of the signs observed in this disease. The 
acute conditions in the lungs which are liable to supervene in cases 
of mitral disease are usually of a more or less complex nature. 
My object in making these few remarks is to point out that even 
acute pulmonary diseases are not so simple as they are often 
thought to be, and that in dealing with individual cases we have 
to remember the possibility of various conditions being mixed up 
together in the lungs, such as congestion and cedema, hemorrhagic 
infarcts, acute emphysema or collapse, bronchitic conditions, and 
preumonic consolidation. ‘There is one condition to which I must 
just refer, namely, pulmonary paralysis. I cannot say anything 
definitely about it on the present occasion, but I have no doubt 
that itis a state of lung which has a real existence, and that it is 
an important factor in aiding towards a fatal termination in 
certain cases. 
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C.—Secondary Effects of an Acute Disease. 


Important combinations of morbid conditions come under this 
head, but it must suffice to give two or three of the more promi- 
nent illustrations. Cases of acute inflammatory effusion in the 
pleura or pericardium, or both, afford some of the most striking 
examples we have of the secondary effects of physical conditions 
within the chest, referred to in the previous lecture, and the 
combinations resulting therefrom are often very grave, not only in 
themselves, but also owing to the rapidity with which they are 
produced. Dropsy of these serous cavities developing acutely 
would give rise to similar consequences. Again, acute pulmonary 
affections not uncommonly act seriously upon the heart in different 
ways. Thus, an attack of severe bronchitis occurring in a case of 
pronounced chronic emphysema tends, as is well-known, to greatly 
embarrass the right heart, causing accumulation of blood in its 
cavities, actual temporary dilatation, or possibly cardiac throm- 
bosis. Similar consequences are observed in cases of rapid and 
extensive broncho-pneumonia or capillary bronchitis, even when 
the lungs have been previously perfectly healthy, and the cardiac 
complications add seriously to the danger of such cases. In a 
severe case of croupous pneumonia, not only may similar difficulties 
arise, but the myocardium is also hable to undergo serious acute 
degenerative changes. I may add that in all these conditions the 
heart is often, apart from these changes, the seat of grave 
functional disturbance. On the other hand, secondary lesions in 
the lungs are hkely to follow certain acute conditions associated 
with the right heart, namely, clotting of blood in its cavities and 
endocarditis, especially if of the malignant variety. Pulmonary 
embolism, infarctions, and their consequences may thus be pro- 
duced, the emboli in the last class of cases being of a septic 
character. I may also refer under this heading to the fact that 
cardiac thrombosis may arise as a consequence of acute endocarditis, 
or even of serious disorder of the action of the heart. 


D.— Combinations of Acute Inflammatory Diseases. 


I now approach a question of great interest and practical 
moment in relation to acute diseases of the chest, and that is the 
various ways in which the several inflammatory diseases may be 
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combined in particular cases. Jam convinced that the frequency 
with which such combinations occur in actual practice is by no 
means realised as it ought to be. I have given in Table V a 
general classification from this point of view of cases as I have 
personally met with them, which may be of some use for practical 
purposes. It is impossible to do more in this lecture than to offer 
a few general remarks on this part of my subject. 

1. Tracheo-Bronchitis : Varieties of Bronchitis.—I merely mention 
tracheo-bronchitis in order to point out that inflammation of the 
trachea is in many instances a very prominent element in acute 
bronchitic cases, at any rate at their commencement, and as a 
matter of fact is mainly accountable for the early symptoms. Of 
course, the larynx is also often affected, but by no means 
necessarily. Itis further worthy of note that the term “ bronchitis” 
really includes conditions of different kinds, which are frequently 
associated in the same case. 

2. Plewro-pneumonia 18 an expression in common use, to which 
no very clear or definite meaning is attached. A certain amount 
of pleuritic exudation may be regarded as an almost essential 
concomitant of a pneumonia reaching the surface of the lung. 
There is, however, quite another class of cases, though I believe 
some authorities dispute their reality, in which pleuritic effusion 
and pneumonic consolidation exist together, sometimes developing 
more or less simultaneously, but more frequently one condition 
following the other. Then there are the cases in which, on the 
one hand, an acute empyema opens into the lung, or, on the other 
hand, a pulmonary abscess resulting from pneumonia bursts into 
the pleural sac; moreover, in cases of pulmonary abscess pleurisy 
may certainly be set up without any actual communication with 
the cavity of the pleura. ; 

3. Broncho-pnewmonia may be regarded as a combination of acute 
inflammatory affections of the respiratory organs, but it needs no 
more than a passing mention. The association with this disease 
of non-inflammatory conditions involving the lungs has already 
been referred to. 

4. Bronchitis with Lobar Pneumonia.—A certain degree of 
bronchitis is often associated with lobar pneumonia, but I draw 
attention to this class of cases more especially in order to 
emphasise the fact that a patient may have an extensive 
bronchitis, with abundant purulent or muco-purulent expectora- 
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tion, while the lower lobe of one lung is at the same time the seat 
of definite lobar pneumonia. Under the circumstances, the 
pneumonic consolidation is decidedly in danger of being over- 
looked, as I have known happen more than once. 

5. Diphtheritic extension—It will be convenient in this con- 
nection briefly to notice those cases in which diphtheritic membrane 
spreads down the air-passages into the bronchi, extending more or 
less into their ramifications in the lungs. This is of course a form 
of inflammation, while it gives rise to other inflammatory con- 
ditions, as well as to secondary pulmonary changes of different 
kinds, which ultimately frequently lead to a very complicated 
state of things. 

6. Pericardial and Cardiac Inflammations.—A very important 
class of acute cases which come under the category we are now 
discussing, are those in which pericarditis is associated with 
endocarditis, or there may even be at the same time a myocarditis. 
They are by no means uncommon, more especially in connection 
with rheumatism in young subjects, and we see the results of the 
combination in many chronic cardiac cases which come before us 
in later life. The late Dr. Sturges, whose unexpected death under 
such sad and distressing circumstances we have so deeply to 
deplore, discussed this aspect of the subject in a very interesting 
and instructive manner in his “ Lumleian Lectures” for 1894, and 
I cannot do better than refer you to these lectures for further 
details. Occasionally an aortitis accompanies endocarditis, but 
this is quite exceptional. An acute pericarditis may result from 
an abscess in the walls of the heart, especially if it should burst 
into the pericardium, but these cases are also very rare. | 

7. Complicated Cases.—Lastly, we now and then meet with cases 
of acute intra-thoracic inflammation which can only be described 
as “complicated.” Hxceptionally these cases present an extremely 
intricate and complex aspect, especially if there happen to have 
been previous chronic conditions. Thus there may be more or 
less pleuro-pneumonia on both sides, or double empyema; peri- 
carditis may supervene on a pneumonia or pleuro-pneumonia; or 
there may even be a complication of pleurisy and pneumonia, 
perhaps double, with pericarditis, endocarditis, myocarditis, and 
a mediastinitis thrown in. The class of cases last mentioned may 
be associated with acute rheumatism, when, though very grave, 
they are not necessarily fatal; with influenza; or with some 
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obvious internal septic or pysmic condition. Rarely, however, 
it is impossible to trace them to any definite or tangible cause, 
and then they can only be attributed to some special morbific 
agent, introduced from without, probably either with the inspired 
air or with food. The inflammatory lesions sometimes progress 
with remarkable rapidity, not only in individual organs, but from 
one structure to another. The products may become very abundant, 
and are usually of a low type. Occasionally these cases present 
remarkable changes within a very short period, fresh outbursts 
apparently taking place after the inflammatory process has begun 
to subside. 

The direct causative relation of micro-organisms to all acute 
intra-thoracic inflammatory diseases is at the present time a 
favourite doctrine. Whatever one may think of this doctrine 
from a general point of view, it is impossible to ignore the 
influence of these organisms in many of the cases now under 
consideration, for there does not appear to be any other explana- 
tion of their history, while the extension of the inflammatory 
process by their agency can be easily understood. I need not, 
on the present occasion, discuss the nature of these microbes, but 
I may mention the well-known fact that pneumococci have been 
actually found in pleural and pericardial effusions associated with 
preumonia. 


E.—Tuberculo-Inflammatary Conditrons. 


There is a special class of cases which I think may be fairly 
differentiated under this category. They come before us in 
different aspects, it may be apparently as an ordinary lobar or 
more limited pneumonia, not necessarily apical; more commonly 
as a disseminated lobular or patchy pneumonia; or, in some 
instances, as a marked pleuritic or pleuro-pneumonic case. The 
foundation of all the lesions in these particular instances, however, 
is tubercle, as the course of events, as a rule, soon declares. 
Patients with these conditions may be actually walking about, 
and come to the hospital or consulting-room for advice, the early 
symptoms not having been sufficiently pronounced to attract much 
attention. I have known such cases present themselves for the 
first time with a temperature of 103° or more, and obviously 
seriously ill. Sometimes the lesions follow a more or less profuse 
unexpected hemoptysis. There is no class of acute cases against 
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which we need to be more constantly on our guard, lest we should 
fail to detect them, or misinterpret their significance. They do 
not necessarily go steadily from bad to worse, for the inflammatory 
products not uncommonly to a great extent become absorbed, the 
patient improving in a corresponding degree. Definite phthisical 
changes, however, usually remain, and the ultimate issue is, sooner 
or later, as a rule but too inevitable. Exceptionally, however, 
under favourable conditions of home-treatment, climate, &c., cases 
of this kind undoubtedly practically recover; on the other hand, 
their history is far more likely to be that of a very acute and 
“ galloping ”’ phthisis. 


F.— Miscellaneous Conditions. 


I have made a special group of cases under this heading, tor 
the purpose of indicating the fact that the vital organs contained 
within the chest are hable to be affected in an acute manner, and 
to present more or less serious combinations of conditions, under 
circumstances which do not fall under any of the preceding classes, 
but which, nevertheless, it is hghly important that we should 
recognise. I refer, for example, to those which result from, or 
are associated with, poisonous inhalations, not forgetting fogs; 
toxic causes; the ‘‘typhoid state”; exposure to extreme cold; 
partial suffocation; and certain nervous diseases or injuries. 
Their effects are evidenced by more or less grave disorders of 
the respiratory and circulatory functions; and it will suffice to state 
that they may more immediately give rise to such conditions as 
pulmonary congestion and its consequences, especially hypostatic ; 
coagulation of blood in the pulmonary vessels; embolism and 
infarction; pulmonary paralysis; cardiac dilatation or thrombosis ; 
and failure of the respiratory muscles, especially the diaphragm. 
Inflammatory complications may, of course, subsequently super- 
vene, adding to the difficulties and dangers of a particular case. 


VII.—ComBINATIONS DUE TO ACCIDENTAL LESIONS OR 
COMPLICATIONS. 


Under this head I propose to notice very briefly certain classes 
of cases in which, usually quite suddenly, or at any rate very 
acutely, some definite event or lesion occurs within the chest, 
which is associated with, and is the direct result of some pre- 
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viously existing morbid condition or conditions. As a rule, the 
comphcation is indicated by phenomena of a pronounced and 
often grave character. Frequently the primary and determining 
changes are known to be present in the particular case: and the 
event is perhaps anticipated and prepared for. Not uncommonly, 
however, this is not so, and the original disease may be quite 
latent, or if recognised, may be unknown to the practitioner who 
happens to be called in on the sudden emergency. We have, 
therefore, to be always ready to be confronted with curious and, 
it may be, very puzzling cases of this kind. Of course, lesions 
of this nature may cause immediate or very speedy death, and 
then only a post-mortem examination can, as a rule, clear up 
matters. As examples may be mentioned rupture of the heart 
after degeneration; bursting of an aneurism into various internal 
parts, as in an interesting case which came under my notice, in 
which an aneurism between the pillars of the diaphragm ruptured 
into the left pleural cavity; extensive pericardial hemorrhage, or 
the bursting of an abscess into the pericardium; and sudden 
complete blocking of the pulmonary artery by a clot. 

The more important sudden lesions not immediately fatal which 
we have to be prepared for in practice as possible complications 
of previous diseases are indicated in Table VI. 


TALE, VI; 


Secondary Lesions or Complications, usually sudden. 


I.—Pneumothorax. 
I1.— Bursting of an abscess or collection of pus—Empyema—Pulmonary 
abscess—Mediastinal abscess. 

ITI.—Mediastinal and subcutaneous emphysema—Interstitial pulmonary 
emphysema—Hernia of lung. 

IV.—Rapid and extensive cardiac or pulmonary thrombosis. 
V.—Rupture of a cardiac valve or septum. 
VI.—Forms of hemorrhage—Grave hemoptysis. 

VIi.—Changes affecting an aneurism—Rapid increase in size or extension 
in certain directions—Communication with a large vein, especially 
the superior vena cava. 

VIIJ.—Rupture of Gésophageal pouch. 


Most of the lesions enumerated in the above Table we might 
reasonably be expected to recognise in the majority of cases, and 
the circumstances under which they occur are sufficiently well- 
known. I therefore only propose to say a few words about two 
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or three of the more prominent conditions coming under this 
group. 

Pneumothorax is, of course, in the large majority of cases a 
complication of phthisis, but the possibility of its occurrence in 
this disease is not always appreciated as it ought to be, and I have 
known the lesion utterly mystify a clinical observer, even when 
all the evidences of the condition were perfectly. pathognomonic. 
It must be remembered, moreover, that pneumothorax may be 
on a limited scale, owing to the existence of pleural adhesions, 
and then it may not give rise to any serious disturbance in the 
way ot symptoms, though the physical signs may be characteristic 
enough. Cardiac thrombosis and its consequences demand very 
careful study, and may be exceedingly difficult to recognise or 
understand. Hsemoptysis is usually regarded as a symptom, but 
when severe it is really an evidence of some definite lesion, the 
nature of which is generally clear enough, in relation to the 
known circumstances of the case, but certainly not always. Its 
occurrence is, from this point of view, of great significance in 
certain cases of phthisis; as well as in relation to the bursting 
of an aneurism into the main air-passage. One of the most 
interesting lesions which may occur in connection with an intra- 
thoracic aneurism is the sudden formation of a communication 
between it and the superior vena cava, of which the following 
case was a striking instance. 

Some years ago I had under my care a very obscure and com- 
plicated case of aneurism of the arch of the aorta. When I first 
saw the patient, he was in great distress on account of his 
breathing, and, by the way, was supposed to be suffering trom 
asthma. He improved so much under treatment that he became 
rather lax in carrying out instructions, and after a day of sight- 
seeing he was during the night suddenly seized with very grave 
symptoms. A neighbouring practitioner was summoned, and the 
sight that met him was that of a man suffering from urgent 
dyspnoea, and struggling for his life; at the same time present- 
ing a swollen and intensely cyanotic aspect. The patient was 
conscious that something had gone wrong in his chest; and drew 
the attention of the medical man to a tremendous thrill, and a 
whirring noise, which could even be heard ata distance. Need 
I say that he was somewhat taken aback, and could not quite 
understand the state of affairs. I saw the patient some hours 
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afterwards, and he was so changed that I could not have recog- 
nised him. The physical signs persisted, and all the phenomena 
of obstruction of the superior vena cava became extreme, but the 
patient lived for some weeks. 


VIII.—ComBInaTIONS ASSOCIATED WITH SuDDEN oR ACUTE DISORDERS 
OF FUNCTION, TEMPORARY OR PAROXYSMAL. 


Under this head I have to draw attention to another most 
important group of combinations, in which sudden or acute dis- 
orders occur, sometimes very grave, which are often spoken of as 
functional, and which, at any rate, cannot be attributed directly 
to any definite structural lesion or change. Hence they afford 
endless opportunities for disputation and controversy as to their 
pathology. My own opinion is that this may differ materially 
in different cases, and a too narrow conception of the meaning 
and explanation of certain particular disorders may be very 
dangerous in relation to treatment. 

The conditions to which I chiefly refer in this connection are: 
—(1) Respiratory disturbances, especially attacks of so-called 
‘“ bronchial or spasmodic asthma”; cardiac dyspnoea, and certain 
other forms of disturbed or excessive breathing; disorders asso- 
ciated with the larynx, due to interference with intra-thoracic 
nerves; and certain diaphragmatic functional difficulties. (2) 
Cardio-vascular, including mainly excessive or disturbed cardiac 
movements of various kinds, and palpitation; weakness or failure 
of the cardiac action, leading to faintness or syncope; and the 
complaint known as “angina pectoris.” (3) Dysphagia, due to 
some functional disorder of the oesophagus. I may further note 
here that we should always take into consideration, in cases of 
acute inflammatory diseases of the chest, the important influence 
of the nervous system upon the respiratory and cardiac functions, 
by which the symptoms may be materially modified; and that in 
all cases we must be prepared for the possible tendency to what 
I may call “neurotic exaggeration” of symptoms which are 
associated with actual organic changes of various kinds. 

In relation to my present subject, ] am merely concerned with 
cases in which one or more of the conditions just indicated are 
added to or associated with organic diseases, with the general 
nature of which we, as medical men, should be fully acquainted, 
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while we must also be prepared to recognise the combinations in 
individual instances which come under our observation. Such 
terms as “‘asthma”’ and “angina pectoris” are unquestionably 
often thought to represent entirely independent complaints, at 
any rate by the laity; and we cannot too strongly insist upon the 
fact that they are not so in a large majority of cases, but that 
various structural changes, usually quite obvious, determine the 
occurrence of an attack. Some of the disorders alluded to may, 
like grave and sudden organic lesions, kill instantly or very 
rapidly, as when death happens from cardiac failure supervening 
on heart disease, or from angina pectoris; otherwise the attacks 
are of a temporary nature, and certain of them tend to be 
paroxysmal. 

Asthma isa term of decidedly indefinite application, and it is 
not infrequently applied to cases which are really not asthmatic 
at all, while much more grave conditions, such as certain dis- 
turbances produced by an aneurism, may be mistaken for this 
complaint even by experienced observers. The attack or “ fit” 
of asthma, however, as a rule presents very characteristic and 
well-known features. In the large majority of instances it super- 
venes upon distinct and obvious morbid changes associated with 
the chest, which tend to become more and more pronounced as 
the case progresses. The cases in which asthma occur are, as is 
familiar to all, usually more or less of the “ emphysematous and 
bronchitic” type, but rigidity of the chest-walls, adhesion of the 
upper part of the lung, and other factors which I have already 
discussed, are often of much importance in these cases in relation 
to asthmatic attacks, at least adding to the difficulties associated 
therewith. Moreover, there may be a very complicated state of 
things in the chest, and then the trouble is likely to be all the 
greater. It is important to note that marked temporary increase 
of distension of the lungs often occurs during the asthmatic fit, 
for which due allowance has to be made. Another point to be 
remembered is, that chronic cardiac disease may be present, and 
also that the right cavities of the heart become more or less over- 
loaded with blood during the paroxysm. These complications, 
when present, must be adequately taken into account, in relation 
to the symptoms observed in an asthmatic case. 

Angina pectoris is another affection associated with the chest 
which usually complicates more or less definite morbid conditions 
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of an organic nature, and whatever view we may hold as to its 
pathology, it is obviously essential in each case to try to determine 
what the particular changes happen to be. Those which are most 
hkely to be overlooked are mere atheroma or calcification of the 
aorta and coronary arteries, and cardiac degeneration not of a 
pronounced character. 


TX.—ComBINED CONDITIONS ORIGINATING FROM THE ABDOMEN. 


It may seem needless to burden a subject already sufficiently 
complicated by dragging in the abdomen in relation to the chest, 
but this aspect of it must not be altogether overlooked, though I 
will only allude to two or three points. I+ is not at all uncommon 
for accumulations of various kinds within the abdominal cavity so 
to interfere with the diaphragm and the thoracic contents, as to 
lead to avery decided combination of morbid conditions, which 
may demand active interference for their relief. The trouble is all 
the greater if there happen to be previous organic diseases within 
the thorax. Hxtreme tympanites, ascites, any large abdominal 
tumour, and pregnancy, afford familiar illustrations of the con- 
ditions originating these difficulties. 

Again, an enlarged spleen or liver or a renal tumour may 
encroach in various degrees in an upward direction, so as to lead 
to more or less obvious or serious consequences. Very rarely a 
hernia of the stomach or other structure through the diaphragm 
into the pleural cavity takes place, with results very difficult to 
make outasarule. The rupture of a hydatid cyst or an abscess, 
especially associated with the liver, into the pleura, lung, or other 
thoracic structure, affords another illustration of a lesion commenc- 
ing within the abdomen, the consequences of which it is impossible 
to foretell. Sub-phrenic abscess must not be overlooked in this 
connection. I will only add further, that to be called in and 
expected to give an immediate and definite opinion, from one 
examination, as to the origin and progress of a chest-case which 
has started from some abdominal trouble, and which has existed 
perhaps for many weeks, having gone through various remarkable 
phases, to indicate precisely the existing state of things, and to lay 
down a definite line of treatment, is about the most trying 
experience and ordeal that any physician or surgeon, however 
skilled he may be, can be called upon to undergo. 
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(B.) Clinical Lessons.—Investigation of Chest-cases. 


Having thus attempted to give some comprehensive summary of 
the chief combinations of morbid conditions of the chest, I now 
proceed to look at my subject from another point of view, with the 
intention of trying to bring out certain practical clinical lessons 
which I think it is calculated to teach, and of offering some 
general remarks on the investigation of chest-cases. I take it for 
granted to start with that the advantages of some systematic 
arrangement of this kind for clinical purposes will be acknow- 
ledged by all who have had much experience in such cases. 
Personally I have found it of the greatest help, and I have no 
hesitation in affirming that without a fairly clear comprehension 
of, at any rate, the more common chest-combinations which are 
likely to be met with, it is impossible to undertake the investi- 
gation of many individual thoracic cases with any degree of con- 
fidence or certainty as to the results. In proportion as the existing 
conditions are numerous and complicated, does a well-arranged 
and practical knowledge of the various aspects in which they may 
thus present themselves become of more and more service. 
Without such knowledge not a few cases must be absolutely 
bewildering and incomprehensible. On the other hand, cases 
which appear at first sight difficult and unintelligible, often 
become with its aid perfectly clear and simple. Proceeding then 
on this basis, there are certain points relating to the clinical 
investigation of chest-cases which I now submit as worthy of 
notice and attention. 

(1) My first proposition, which needs to be emphatically urged 
in these days of hurry and bustle, is that every thoracic case is 
worthy of at least a fair amount of study and consideration, and 
that it is our duty to try to determine, as fully and as accurately 
as possible, what are the actual conditions which, in various 
combinations, we have to take into account. Certainly, considering 
the vital importance of the structures with which we are con- 
cerned, no case ought to be dealt with in the superficial, casual, 
and “free and easy” sort of style which is but too common in all 
kinds of practice. And, further, it may beaffirmed that in a large 
number of instances a little trouble in the investigation will be 
rewarded with satisfactory results, even from the point of view of 
finding ‘‘ interesting cases.” 
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A chest-case would, I suppose, be ordinarily understood to 
signify one in which symptoms of some kind and degree attract 
notice to this region, If these should happen to be of a pronounced 
character, be they sudden, acute, or chronic, no doubt they would 
receive as a rule adequate consideration ; and it may be observed 
in passing how often serious combined morbid changes are thus 
brought to light by some accidental event, or, it may be, by what 
looks like a mere passing functional disorder, Should they, 
however, be slight or indefinite, then comes the special danger of 
superficialness or actual neglect of investigation. Over and over 
again have I found some apparently trivial symptoms to be the 
earliest revelation of various associated changes, not uncommonly 
of a pronounced and serious nature, of which it may be of the 
highest importance to the patient to be fully aware, if only from a 
preventive point of view. 

(2) The next point which I wish to enforce is that every chest- 
case should be approached with an open, I may say a ‘“‘ compre- 
hensive”? mind, and an unbiassed judgment, both as regards 
structures and diseases. At any rate it is most dangerous to have 
a too definite or preconceived idea as to this or that organ being 
affected, the supposed nature of the complaint as expressed in a 
name, and the conditions which we expect to find. Of course we 
cannot help having often a general impression as to the kind of 
case which comes before us, and, indeed, its very aspect or the 
most cursory examination may tell us its nature positively up to a 
certain point. Not uncommonly, however, this is not so, for 
either the case does not present any distinctive features whatever 
on superficial observation, or we find to our astonishment that it 
is absolutely different from what we anticipated. We must 
always be prepared, moreover, to meet with combinations of 
morbid conditions, affecting several structures it may be, for which 
we were entirely unprepared, even in cases which are apparently 
clear and simple; and sometimes we are confronted with such a 
complex or curious state of things that only a clinical observer, 
fully acquainted with the particulars I have indicated, is likely to 
understand it in the least. In dealing with sudden or acute cases 
we have to be specially on our guard against a too narrow con- 
ception of their nature and combinations, otherwise we shall be 
ever in danger of making most grave and irreparable blunders ; 
but even in chronic and ordinary cases the same principle must 
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guide us as a general rule if we wish to avoid serious errors in 
diagnosis. 

(3) I now proceed to look at the clinical investigation of chest-_ 
cases from a more positive point of view, in its bearings upon my 
subject. I suppose we are all agreed that we ought to avail 
ourselves of every means which we can employ in such investiga- 
tion, and to study intelligently all the clinical signs which are thus 
presented for our interpretation in any individual instance. At 
the same time the different methods and signs should be regarded 
in their due proportion, both in relation to the facility of carrying 
out the former, and the means which we have immediately at our 
command for doing so, and the actual or relative value of the 
phenomena upon which our diagnosis has to be founded. We 
must be especially careful in these days of progressive and 
ageressive science not to neglect the old methods which have 
served us in such good stead in the past, and without which we 
absolutely cannot get on, or to allow them to be entirely supplanted 
by others of recent introduction, which after all can only afford a 
limited kind of information, and some of which are by no means 
always reliable or easy of application. 

Taking a comprehensive view of the more immediate investiga- 
tion of a patient supposed to be suffering from some chest- 
affection, the process may he summed up as including :— 

(L) Systematic physical examination of the thorax and its 
contents, by the more simple methods commonly recognised under 
this expression. 

(2) Intelligent inquiry as to the presence or absence of 
symptoms—subjective or objective, local, general, and remote—so 
far as they are directly associated with, and the result of thoracic 
conditions; and the methodical study of any such phenomena 
which bappen to be present. 

(3) The employment in appropriate cases of special: methods, 
and amongst these would come the use of the different instruments 
and other apparatus which are available for clinical purposes in 
connection with the thoracic structures. 

I desire to offer a few practical remarks with regard to each of 
these divisions in their relation to the investigation of combined 
morbid conditions associated with the chest. 


EU 
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1. Physical Examination. 


I have placed physical examination first for the following 
reasons. It is, in the first place, obviously the only means by 
which we can gain any reliable information whatever as to the 
presence and nature of most of the combinations of morbid 
changes affecting the chest and its contents of which I have 
been speaking, and, therefore, it constitutes the most advan- 
tageous starting point of our clinical investigation in a large 
number of instances. It is by the simpler methods commonly 
included under the expression “ physical examination” that we 
recognise distinctly and positively the physical changes, or even 
sometimes the functional disorders, upon which symptoms depend. 
Without proper physical examination it is impossible in a large 
proportion of instances even to get an approximate idea as to the 
state of things in connection with this region, and obviously it is 
only in this way that we can acquire anything approaching 
definite and precise information about the various combinations of 
conditions which present themselves in numerous individual cases. 

Secondly, it is very important to remember that combinations 
of thoracic morbid conditions are not uncommonly detected by 
physical examination which are not revealed by any symptoms 
whatever, or, at any rate, none of sufficient moment to attract 
attention. Therefore, it is a safe rule thus to investigate the 
chest more or less in every case which comes under our profes- 
sional observation. I believe it would be a very good plan, 
especially under particular circumstances, if individuals would 
present themselves for examination from time to time, just to 
ascertain what is the condition of their important organs. Now 
and then, but only exceptionally, one does come across a wise 
person who thinks it worth his while and money to be thus over- 
hauled, and, on the whole, these are about the most satisfactory 
cases to be met with in practice. The only opportunity, how- 
ever, one usually gets of investigating from this aspect is in 
relation to life insurance, when we do sometimes discover very 
remarkable and unexpected morbid changes; and when an indi- 
vidual is about to take some important step in life, to which I 
need not more particalarly refer. 

Thirdly, physical examination often reveals readily and posi- 
tively pronounced organic conditions, in various combinations, 
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which at once explain all the clinical phenomena observed, making 
the case perfectly clear and simple; and amongst these conditions 
it may detect one which demands immediate treatment. More- 
over, we may thus discover some particular disease, or speedily 
get a general idea of the kind of case we have to deal with, and 
then, if we possess adequate knowledge, we understand what 
conditions we have further to look for under the particular 
circumstances. Again, physical examination may bring to our 
notice a certain change which we feel sure cannot be an inde- 
pendent one, such as a want of free entrance of air into, or actual 
collapse of, a lung, or a striking displacement of the heart, and 
may thus indicate the direction which our investigation should 
take, in order to find out the cause or causes of such change, 
whereby we may be led to the discovery of most important 
diseases. 

There is one point that I wish especially to notice in this 
connection. It is often stated that certain conditions within the 
chest cannot be detected by physical examination with any 
certainty, or, at any rate, only exceptionally. I more especially 
allude to pleuritic and pericardial adhesions. Such a statement I 
strenuously dispute, and I maintain that these changes, as well as 
others more or less obscure, may frequently be demonstrated as 
parts of a case, if they are duly borne in mind and properly looked 
for, and if their signs are intelligently appreciated. 

In the next place I desire to say a few words as to the general 
principles upon which physical examination of the chest should be 
conducted, in order to be of any real service in demonstrating the 
presence and nature of the various combined conditions which 
may be met with. Concisely stated, it must be always systematic, 
and as thorough and comprehensive in all respects as the circum- 
stances of the case demand and permit, with due regard to the 
state of the patient. An unmethodical examination, or one limited 
to the upper part of the chest, and perhaps the cardiac region, 1s 
by no means adequate in any case, and such a mode of procedure 
habitually adopted is certain to lead to many disastrous results. 

There is one tendency against which it is necessary to warn in 
this connection, and that is the practice of always looking for 
some special condition, such as lung-consolidation, a pleural 
effusion, or disease of a cardiac orifice or valve; and should either 
of these be found, fixing upon it and ignoring everything else. 
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Of course it is essential to be thoroughly familiar with the signs » 
of such simple conditions, and to be able to recognise them 
positively, but we must never forget that in a large number of | 
cases they are mixed up in every conceivable way. And here it 
is important to notice that the signs of particular pbysical con- 
ditions are often greatly influenced by their association with 
others, which indeed may obscure them altogether, or they 
intensify these signs, or modify them in various ways. For 
example, the effects of pronounced pulmonary emphysema in 
obscuring other serious diseases, which have been already alluded 
to, must always be borne in mind, and the same remark applies to 
not a few cases of bronchitis. Marked pleuritic conditions may 
also render it almost impossible to determine what changes involve 
the corresponding lung. Of course in every case the heart and 
great vessels ought to be invariably separately and systematically 
examined. Moreover, should any exceptional disease be sus- 
pected or discovered, such as an aneurism or solid tumour, it is 
_ well to have a definite and special plan of examination, which can 
be methodically carried out in such cases. 

While it should be the rule in relation to physical examination 
of the chest to aim at finding out all the conditions present in a 
particular case, on the other hand much discretion is required 
not uncommonly in carrying it out, as in cases of an acute and 
complicated nature, where sudden grave lesions or disorders 
supervene on chronic diseases, or in advanced phthisical or 
cardiac cases. Under such circumstances our investigation 
should ke as brief and as little disturbing to the patient as 
possible, even though we are not able to make out to our satis- 
faction the exact state of things, and in some instances we had 
far better omit physical examination altogether in the meanwhile. 
It is remarkable, however, what we may find out even then 
without disturbing the patient to any appreciable degree, if we go 
about the examination in the right way, and make good use of our 
eyes and hands. 

The more simple methods of examination just alluded to, 
namely, inspection and palpation, are also often of the greatest 
service in the detection of certain associated physical conditions 
of the chest, especially when employed together, and for definite 
purposes, and I do not think that they are at all utilised to the 
extent that they might be. 
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There is one other point that is worth noting, namely, the 
essential value of certain special signs in the detection of a par- 
ticular and unusual condition which happens to form part of a 
more or less complex case. Thus, the “bell-sound,” or the 
‘“‘ succussion-splash ” may be the only evidence under such circum-_ 
stances of the pleural condition with which these signs are 
severally associated. 





LECTURE III. 


2. Synvptomatology. 


Mr. PresipENT AND GuNTLEMEN,—AlIlthough in my last lecture I 
placed physical examination in the forefront, in relation to the 
investigation of combined chest-cases, I by no means wish to give 
it undue prominence. On the contrary, I feel it necessary to utter 
a protest against a practice which is not at all uncommon, 
namely, to be content with finding out in this way what physical 
changes or conditions, if any, exist, and looking at the case 
solely from this standpoint, estimating its importance simply by 
the presence or absence, and the degree of such changes. This 
is a dangerous error, and | now urge the imperative necessity of 
an intelligent study of the symptomatology in every instance, and 
of endeavouring to understand the phenomena complained of or 
observed, in their relation to the existing morbid conditions. 
I say “study” advisedly, as distinguished from a mere enumera- 
tion of chest-symptoms, which is of little value, as it- may 
apply equally in any number of thoracic cases which are 
essentially different in character. At the same time a compre- 
hensive knowledge of the symptoms associated with this region— 
local, general, and remote—which shall be always at command, 
and ready to be applied in the investigation of particular cases, is 
of the highest advantage. 

I have already pointed out that there may be practically no 
symptoms even when very pronounced and complicated morbid 
changes are present in connection with the chest. This negative 
aspect, however, must not be overlooked, for it may be highly 
significant as indicating the pathological nature of these changes, 
showing that they are not, at any rate, of a serious character in 
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themselves, and that they do not materially interfere with the 
important thoracic contents. 

But I have now to deal with chest-symptoms from their more 
positive aspect, and I am anxious to indicate as clearly as possible 
certain points which, in my opinion, are of the greatest conse- 
quence in relation to the subject which forms the basis of these 
lectures. In the first place, it must be remembered that the 
thoracic structures are closely related to each other, anatomically 
and physiologically, as well as pathologically, and it is a great 
mistake to separate too definitely the symptoms associated with 
-particular organs. It must be familiar to any intelligent clinical 
observer that there is no actual line of demarcation between the 
symptoms due to pulmonary and cardiac diseases respectively, 
and when we have to deal with complicated conditions, any 
distinction of this kind becomes absolutely impossible and 
mischievous. Under these circumstances it is imperative that 
they should be studied on a thoroughly comprehensive basis, in 
order to understand their practical relations and significance. I 
must again allude here to the indefinite application and use of 
terms, even in connection with symptoms, such as dyspneea, 
palpitation, and the lke, which are commonly employed so vaguely 
as to become almost meaningless. 

In an acute or sudden case the study of local chest-symptoms 
is of the utmost importance, and may reveal the presence of 
conditions or disturbances which cannot possibly be determined 
by physical examination, especially when the state of the patient 
does not allow such examination to be carried out efficiently. 
The phenomena of particular acute diseases, as described in 
text-books, are by no means always typical, but when we have 
to deal with the various combinations to which I have previously 
referred, they often become anything but characteristic. It is 
under these circumstances that the study of the symptoms 
becomes particularly instructive, but even in a simple case they 
may be highly suggestive, as indicating, for example, an 
asthmatic paroxysm or an attack of acute bronchitis associated 
with emphysema, an acute lobar or broncho-pneumonia, or even 
a pleurisy or pneumothorax. The severity and characters of 
pain and other morbid sensations, the kind of disturbance of 
breathing and the various noises associated therewith, the 
peculiarity of the cough and expectoration, and other symptoms 


160 ON THE COMBINATIONS OF 


are all worthy of attention, and often reveal important features 
of the case. The varieties of so-called ‘“ dyspnoa’’ demand 
special study, for they are often most significant, and we may 
have to found our diagnosis of certain conditions very much on 
what we thus observe. 

When circumstances permit, and especially in dealing with 
chronic cases, I think it is a good rule to start by finding out 
approximately or even fully by physical examination what con- 
ditions are present in connection with the chest, and then to 
study systematically the symptomatology, both comprehensively 
and individually, in relation to the sum total of these conditions. 
We thus obtain some definite idea as to the effects of each in 
contributing to the phenomena observed, as well as with regard 
to its influence in connection with particular symptoms. It must 
always be remembered that in complicated cases most of the 
symptoms are either produced or modified by more than one, 
it may be several factors, and it is decidedly to our patient’s 
interest and advantage that we should find this out as pre- 
cisely as possible. A known combination of certain morbid 
conditions will often prepare us for the occurrence of sudden 
attacks or accidental lesions, so that we ought to recognise 
without difficulty the symptoms by which they are respectively 
revealed. 

It would be interesting if time permitted to discuss the effects 
of different combinations of morbid conditions, as well as of 
certain individual changes, upon particular symptoms, but IL 
cannot do so on the present occasion. 

I wish now to draw special attention to the essential importance 
of a single symptom in relation to diagnosis, in some cases of a 
mixed character. And here let me urge the great value of the 
senses of hearing and smell in the detection and recognition of 
certain of these symptoms, in addition to the exercise of the 
faculty of keen observation. Let me illustrate this point by two 
or three examples. A particular kind of disorder of breathing, or 
the quality of a cough, nay certainly reveal to us at once not a 
few individual conditions ; the characters of the materials expec- 
torated are also often highly significant, and the sudden discharge 
of a quantity of pus may be the one indication of the bursting of 
an empyema into the lung, or of certain kinds of abscess into the 
air-passage, of the existence of which we might previously not 
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have been aware. To the sense of smell I have been indebted on — 
several occasions for arriving at an immediate diagnosis as to the 
presence of conditions which had previously been absolutely over- 
looked. I allude, of course, to the offensive or fetid odour which 
the expired air may yield under certain circumstances, especially 
after a vigorous cough. This has revealed to me bronchiectasis 
in highly emphysematous lungs, which could not possibly be 
detected by physical examination, as well as gangrene of the lung 
in obscure cases ; and obvious pyo-pneumothorax, which a careless 
and limited examination of the upper part of the chest had failed 
to detect. With regard to the sense of hearing, this is of essential 
value altogether apart from auscultation, in recognising peculiar 
characters of or sounds associated with the acts of breathing and 
coughing, as well as alterations in the voice. I have several times 
been enabled to make an immediate diagnosis in cases of obscure 
intra-thoracic aneurism on these data, some of which had even 
been admitted into the hospital wards as cases of asthma. One 
case was so extremely interesting, and taught me such a lesson, 
that I venture to describe briefly what happened. 

A good many years ago, during the early period of my con- 
nection with the Brompton Hospital, on returning home, physically 
tired and mentally exhausted, after a hard day in the out-patient 
department, I found a man waiting for me with a letter from a 
lady asking me to see him (gratuitously of course), as he was 
suffering from bronchitis. I told him that I was not fit then to 
examine him properly, and asked him to come in the morning. 
It seemed to be a mere case of ordinary bronchitis and emphysema, 
but fortunately for me the patient gave a slight cough, and I 
instantly perceived that it was one of the obscure cases to which I 
have previously referred, in which an aneurism presses directly on 
the trachea. I told him to go home at once to bed, and that I 
would come to see him in the morning. Before I could do so, 
however, I received a message that he had begun to spit blood, 
and within twenty-four hours he died from profuse hemoptysis, 
the aneurism having ruptured into the trachea. 

Another aspect of the symptomatology of chest-diseases which is 
of essential importance, but is often regarded very casually, is the 
relation of general or remote symptoms to these affections, 
especially when they are of a combined character. Here, again, I 
“must content myself with merely offering two or three prominent 
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illustrations. The occurrence, type, degree, mode of progress, and 
associated phenomena of fever are often most significant. Thus 
we may recognise not only pronounced inflammatory or tubercular 
cases, but also those indefinite changes going on in the lungs to 
which I have previously referred, and which cannot be detected in 
any other way. Moreover, by the presence of fever we may be 
led to conclude that there must be some obscure condition within 
the chest, as, for instance, a localised collection of pus, which is 
entirely out of reach of direct examination. In cases of phthisis I 
need scarcely say that pyrexia is a most valuable indication as to 
the activity and progress of this disease. Perhaps one of the most 
striking illustrations of the diagnostic value of this pathological 
state is when malignant endocarditis supervenes upon old chronic 
disease of the cardiac valves, which it may be impossible otherwise 
to recognise. 

General wasting is another symptom which is very instructive, 
as indicating what is going on in the chest, not only in relation to 
phthisis, but also to other conditions. It may be of special 
importance in obscure cases*of malignant disease, particularly 
when this involves the pleura. Anemia likewise often deserves 
thoughtful attention, The phenomena resulting from obstruction 
of the general venous circulation, especially dropsy, always 
demand careful study. It is a very common tendency to associate 
these phenomena simply with heart disease. Let it be remembered, 
however, that this is by no means their sole cause, and that they 
may be very pronounced when the heart is practically normal, 
while in cardiac cases they are often aggravated by pulmonary 
conditions, which may be temporary. This class of symptoms, 
especially dropsy, are often of great help in determining what is 
the actual state of things in relation to the heart, and in this con- 
nection it may be particularly noted that functional disorder 
superadded to organic cardiac disease is often accountable for 
the occurrence of dropsy, or for its temporary aggravation. I 
will only further state that general symptoms not uncommonly 
add more or less to the troubles immediately connected with the 
chest, especially by disturbing the breathing and the cardiac 
action. 

The relation of the pulse to morbid conditions of the chest 
opens up a very wide subject, upon which I cannot now attempt 
even to touch.’ I will only say that, regarding it merely as a 


MORBID CONDITIONS OF THE CHEST. 163 


symptom, and without reference to any elaborate methods of 
investigation, it affords, in a large number of instances, most 
valuable diagnostic information about combinations of these 
conditions, which I do not think is always adequately appreciated. 
I may, by the way, draw attention to the fact that the absence 
of the radial pulse on one side is another important point to be 
remembered in relation to the diagnosis of an obscure intra- 
thoracic aneurism. 

I have incidentally referred to certain of the minor structures 
contained in the mediastinum in my preceding remarks. I wish 
now merely to point out that interference with these structures, 
or their implication in actual organic changes, is chiefly indicated. 
by what may be regarded as mere symptoms, as distinguished 
from physical signs. These may be merely modifications of the 
ordinary chest-symptoms, to which, however, they give special 
characters, such as pain, cough, respiratory disorders, or cardiac 
phenomena; but some are of a more individual character, such as 
dysphagia due to obstruction of the cesophagus, or signs of 
implication of the sympathetic nerve, of certain veins, or of the 
thoracic duct. The structure last-mentioned is very apt to be 
forgotten, but its obstruction leads to very marked emaciation. 
I may mention that I have met with a case of complete closure 
of the superior vena cava, which was not associated with any 
prominent disease, but was simply the result of a localised thick- 
ening connected with a pleural adhesion, which had completely 
encircled the vein. 


3. Special Methods of Investigation. 


t would obviously be impossible for me to deal at any length 
in these lectures with the various methods which are employed 
at the present time in the investigation of morbid conditions 
of the thorax and its contents. I can only indicate their general 
nature, and say a few words about each, in its relation to my 
subject. Those to which I propose to refer are:—(a) Hxamina- 
tion of the sputum. (b) The use of certain instruments and. 
other apparatus for particular purposes. (c) Operative pro- 
cedures. (d) Examination of the larynx and trachea. (e) Hx- 
amination of the cesophagus. 

(a) Examination of the Sputwm.—W hen carried out in a rational 
manner, there can be no doubt whatever that systematic examina- 
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tion of the materials discharged by expectoration is of the utmost 
value in many cases of a more or less combined nature, by giving 
us definite information about special pathological changes and 
conditions associated with the respiratory organs. I have already 
alluded to certain points relating to the general examination of 
the sputum, but I take this opportunity of saying that such 
simple examination is often most instructive, and it is by no 
means carried out to the extent which, and as methodically as, 
it ought to be. Of its chemical examination I can say nothing 
from personal knowledge. As to its microscopical investigation, 
this is so thoroughly familiar to everyone nowadays, that I 
almost blush to mention it. I will only venture to hint that it — 
is always desirable to carry it out with some degree of intelligence 
and common seise; and that it cannot invariably be relied upon, 
either from its positive or negative aspect. At the same time I 
fully recognise its importance, not only in relation to the detection 
of tubercular lesions, but also in revealing destruction of the lung- 
tissues, gangrene, actinomycosis, and other conditions, of which we 
might otherwise have no definite knowledge. 

(b) Use of Instruments, §c.—There is undoubtedly a tendency 
at the present day among the more scientific members of our 
profession, especially what I may call the “advanced juniors,” 
to make use for clinical purposes of different kinds of apparatus, 
not uncommonly of a very elaborate kind, which no doubt give 
more accurate information about various details relating to the 
size and conformation of the chest, or the respiratory and circu- 
latory functions and movements, than can otherwise be obtained. 
I quite grant that they might be useful in certain combined chest- 
cases, and especially for purposes of record for future reference, 
but I must honestly confess that my sympathies are not in this 
direction, and I have seldom met with any case in which such 
methods of investigation could have taught me anything that it 
was really important for me to know, from a clinical or therapeutic 
point of view, in addition to what I had ascertained in other 
ways. Personally, I have always had a strong inclination towards 
simplicity in examination, and have never cared for employing 
elaborate instruments of any kind; nor do I hesitate to affirm 
that, as a rule, they are not required. At any rate, ] must again 
express my opinion that no instrument ought to be allowed to 
take the place of the trained and educated senses of sight and 
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touch, used in a simple and intelligent manner. Life is too short, — 
and the exigencies of medical practice are too pressing, to allow 
of the regular or even frequent use of methods of investigation 
which require much time and are difficult of application, and the 
majority of which only those specially trained can _ possibly 
employ. With the ordinary kinds of apparatus coming under 
the present category, such as the spirometer, cyrtometer, sphyg- 
mograph, cardiograph, &ec., no doubt you are all familiar; but if 
you want information with regard to some of the more recently 
introduced instruments, | may refer you to the ‘‘ Goulstonian 
Lectures ” for 1894, on “The Physics of the Circulation,” by my 
friend, Dr. Paul Chapman, of Hereford; and to the recent work 
on ‘ Pulse-gauging,’ by my old friend and fellow-student, Dr. 
George Oliver, of Harrogate. 

(c) Operative procedures.—L must not encroach upon the domain 
of the surgeon, but cannot avoid pointing out the essential value 
of certain operative procedures in the investigation of not a few 
more or less complicated chest-cases, which I have on many 
occasions found of the greatest service under such circumstances. 
I allude more particularly of course to the use of the exploring 
needle or trochar, and other measures intended to demonstrate 
the presence and situation of fiuid in either serous cavity, as well 
as its nature; or the existence of an obscure abscess in the lung 
or elsewhere, or of a hydatid tumour. More serious operations 
may be demanded for diagnostic purposes in exceptional instances, 
but to these I need not further refer. 

(d) Haamination of the Laryne and Trachea.—The inherent 
importance of laryngoscopic examination in relation to certain 
intra-thoracic diseases is so well known that I need scarcely do 
more than mention it. Not only does it directly reveal associated 
morbid states in the larynx, or even in the trachea, especially 
tubercular and syphilitic, but the signs produced as the result of 
interference with one or other of the laryngeal nerves may be 
almost the only data upon which we can positively recognise an 
aneurism or growth obscured by other conditions within the chest. 
Similar signs may be associated with an adhesion and fibroid 
thickening in a case of old chronic apical phthisis. I may also 
allude here to “‘tracheal tugging,” a sign which Surgeon-Major 
Porter has shown to be of real service in the diagnosis of deep- 
seated aneurism. 


166 ON THE COMBINATIONS OF 


(e) Hxamination of the Hsophagus.—In relation to this form of 
special examination, I will merely remark that it may be useful, 
not only in the investigation of morbid conditions of the 
cesophagus itself, but also of diseases in its vicinity. Obviously 
it requires the aid of a skilful manipulator. 





(C.) Remarks on Treatment. 


It must appear a very rash and irrational procedure on my part 
to launch out into the vast subject of treatment at the conclusion 
of these lectures, and yet I cannot resist the inclination to make 
an attempt to deal with it from certain general aspects, in its 
relation to the combinations of morbid conditions of the chest. 
Of course I shall say but little about therapeutic methods or 
agents, and my object is simply to bring into prominence a few 
broad principles or indications, which I think need to be specially 
enforced at the present time, and which my subject obviously and 
fairly suggests. 

1. The management of chest-affections is far from being such a 
simple and easy matter as many people seem to imagine, and they 
certainly cannot as a rule be dealt with as individual entities, to 
be severally treated on a routine and settled system or plan, or 
with a particular remedy, varying according to the age in which 
we happen to live, the prevailing therapeutic fashion or fad, or 
the personal, and it may be very peculiar and original views of 
the individual medical practitioner or ‘scientific therapeutist.” 
Still less onght we to be content with merely treating symptoms, 
a practice but too often habitually adopted, sometimes, indeed, 
with remarkable success and undeserved kudos, for the man who 
acts on this principle, and who does not take the trouble to investi- 
gate his cases, will often administer powerful drugs, with benefit 
it may be, when they are in reality very dangerous, and when a 
well-informed practitioner, who had ascertained the facts of the 
particular case, would not dare to use them. I have more than 
once known a very ignorant and most unscrupulous person thus 
score a ‘‘big success.” In the long run, however, this method of 
procedure is certain to do infinite harm, and to lead to lamentable 
results, of which only a very small proportion actually come to 
light. And not only is it directly mischievous and dangerous, 
but it does infinite harm by allowing serious morbid conditions 
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within the chest to progress unchecked, which might often be . 
arrested, or at any rate controlled in their early stages, if their 
presence had been properly detected. 

And here I must enter an emphatic protest against a state of 
thines extensively prevailing, and with which as a profession we 
are deeply concerned, that not only permits, but encourages in a 
high degree the evil against which I have been speaking, namely, 
the prevalence of ‘‘ cheap dispensaries,” where so many patients 
are ‘polished off” within the hour; the employment of ignorant 
unqualified assistants; and the encroachment of the “ prescribing 
chemist” on the domain of the medical practitioner. We do 
occasionally see in the newspapers some startling revelations 
brought out in the coroner’s court, but these only give a faint hint 
as to what is actually proceeding on a very large scale. These 
revelations, however, do not lead to any change, and things go on 
just as before. 

After this digression I return to my point, and must insist on 
the fact that a large proportion of chest-cases, even when they 
belong to a particular category, must as a necessary consequence 
of their combined conditions present more or less difficulty in 
their management, and that they ought always to receive due con- 
sideration from a therapeutic as well as a diagnostic standpoint. 
Sometimes the difficulties are very great, and we may be able to 
do little or nothing for our patient. But while fully recognising 
this aspect of the question, : affirm, on the other hand, that much 
can often be done, even in highly complicated cases, in the way of 
treatment, if we study them adequately and intelligently, and deal 
with the existing conditions rationally and judiciously. 

2. Now the first thing we have obviously to determine, in rela- 
tion to the treatment of combined chest-conditions in a particular 
case, is what we can, and what we cannot do. We are bound to 
face the uncomplimentary fact that there are morbid changes 
which we cannot influence materially, or perhaps not at all, and 
we had therefore better leave them alone. Of course there are 
grave diseases for which we can do absolutely nothing, such as 
malignant growths, certain glandular enlargements, and, I am 
afraid I must add, certain cases of acute and rapidly progressive 
tuberculosis. Under these circumstances I think we ought to be 
very cautious in using powerful drugs, or practising special 
methods of treatment, the good results of which are, to say the 
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least, highly problematic, though of course it is impossible to lay 
down any “hard and fast”? rule in this matter, and each case 
must be dealt with on its merits. 

There is another class of cases of very common occurrence, in 
which permanent changes in various combinations affect the chest 
and its contents, not necessarily immediately dangerous or serious - 
in themselves, but which give rise to more or less troublesome 
symptoms, and yet we can do litle or nothing for them directly. 
Under these circumstances our main indication is to try to get the 
patient to understand the state of things; to learn to put up with 
and make the best of them, accommodating himself or herself to 
existing conditions; and to ward off further evils by judicious 
care, and avoiding doing stupid and foolish acts which are likely 
to bring on additional troubles. I must say that patients do not 
like this kind of advice, and, as a rule, resent our ignorance and 
incompetency, but really it is often the best and most honest 
advice that we can give, and in the long run many come to 
acknowledge this fact. A large number of cases coming under 
this category merely present the combination of minor changes 
to which J referred in my first lecture. Others belong to the 
group, and a very trying and sad one it is, where individuals 
who have led a too active and energetic life, and who often boast 
that “they have never had a day’s illness,” are unexpectedly 
found out and pulled up, by the developmert of one or more 
prominent chest-symptoms, or by some sudden serious disturb- 
ance, and it is then discovered that more or less grave morbid 
conditions have been slowly but surely progressing for some time, 
of which these phenomena are the outcome and manifestation. 
To bring such patients to reason, and to make them understand 
that they must give up their hunting and shooting, their mountain 
climbing, their boxing and fencing, their lawn tennis, or even 
their golf, is anything but an easy task for the medical practi- 
tioner. Moreover, as regards “ low spirits’ and “temper,” I am 
afraid it is usually a bad business for those who are brought much 
into contact with them. LHven the “old man,” who has long 
passed his ‘‘three score years and ten,” and has had a “real good 
time ’’ in every respect, cannot understand why he should came 
to the “end of his tether,” and that not even “hypodermic 
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injection of spermine ”’ can infuse new life into him. 


There is still another class of cases to which I must allude here, 
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namely, those in which definite and easily recognised chronic © 
merbid conditions exist in the chest, in various combinations, 
but entirely inactive and quiescent, though no remedies or 
methods of treatment can modify them in the least degree. 
There are hundreds and thousands of cases of this kind, to which 
we apply particular names, and which throng our hospital out- 
patient rooms, where I venture to affirm that no active treatment 
at all is needed, and, indeed, such treatment is often worse than 
useless, for the patients would be far better if they never touched 
a drop of physic, or covered their chests with filthy plasters or 
other appliances of a like kind. And here let me say a word as 
to the frequent necessity of a more judicious use of applications 
to the chest even by medical men. By way of illustration, 
may I call attention to the fact that to go on applying some 
preparation of iodine, sometimes too with not very pleasant results 
to the patient, day after day and week after week, for the 
supposed purpose of “absorbing,” something which cannot 
possibly be absorbed, such as a greatly thickened pleura or a 
densely fibroid lung of long duration, is at least not ‘“‘scientific 
therapeutics.” Of course this procedure may be of service as a 
‘‘ placebo,” or to relieve a symptom, when judiciously carried out, 
but that is altogether another matter. And while I am on this 
subject, I will venture to suggest that in acute chest-cases it is 
always desirable to be particularly cautious in the use of powerful 
and irritating applications to the skin, especially in their early 
stage. Apart from the discomfort and possible injury to the 
patient, if the surface of the chest is made entirely or extensively 
raw at the outset, no room is left for any subsequent treatment of 
this kind which might be of real service, while it may also 
seriously interfere with operative measures which might be 
called for. 

A very important matter in relation to the classes of cases I 
am now discussing is that, although any active treatment is 
decidedly contra-indicated, the prevention of any further chest 
complication is of the greatest consequence, and more or Jess 
stringent measures towards this end have often to be carried out. 
Obviously climate comes in here as a valuable therapeutic factor, 
but due care is necessary even under the most favourable climatic 
conditions. Moreover, the great advantages of “ home treatment ”’ 
must also be duly recognised in this connection, the good effects 
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of which may be very striking. I have already alluded to 
patients suffering from chest-affections who are able and willing 
to remain in-doors all the winter, under comfortable conditions, 


and thus not only prolong their lives considerably, but often ° 


manage to have by no means an unpleasant time. But they are 
not all so amenable to reason, and what one finds is that not a 
few individuals suffering, it may be, from even serious chest 
diseases, want to enjoy all the amusements and fun that are 
going on in the world, without any regard to the risks involved, 
and they expect us, in our professional capacity, to avert all the 
evils which their imprudence brings upon them, and which some- 
times they richly deserve. I have known patients even in 
advanced phthisis who have regarded it as a very great hardship 
that they were not allowed to go to a theatre in a thick London 
fog, or to a crowded ball; and as to insisting upon their wearing 
a “high evening dress,’ well! that is going beyond female 
endurance ! 

From the point of view I am now discussing, in-patient hospital 
treatment becomes an inestimable boon, even in a ‘ Hospital for 
Consumption,” with all its supposed risks, and my personal obser- 
vation and experience will bear ample and emphatic testimony in 
support of this statement. At the same time, in the hght of 
modern researches and observations, I fully admit that it is our 
duty to take every possible precaution to prevent tubercular 
infection; and it may be a question whether it is desirable to 
bring phthisical patients, in whom the disease has been practically 
arrested and cured, into too close contact with those who are 
suffering from the complaint in an active form. 

The next point worthy of notice is that, in the cases we have 
been considering, should any complication supervene, even if it 
be but a slight cold, it ought always to receive immediate atten- 
tion. Neglect of this principle is accountable for much serious 
mischief. Treatment even then, however, does not necessarily 
imply the adoption of any very active therapeutic measures. 
Rest in bed, with a warm fire and other comforts, and the use 
of familiar simple remedies, often averts further trouble, and soon 
restores the patient to his previous condition. Of conrse when a 
complication becomes acute and pronounced, things assume a 
different aspect, and we must deal with them accordingly, as I 
shall immediately indicate. I may remark that when an acute 
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exacerbation occurs in a phthisical case, we have to be particularly » 
cautious and judicious in our treatment, else we may readily do 
much mischief. 

3. I now proceed to say a few words about the treatment of 
combinations of diseases or morbid conditions of the chest in acute 
cases, as they come before us in practice, and for which we are 
expected to do something definite. Obviously it is impossible to 
lay down any distinct general rules, but every case must be 
studied individually, bearing in mind the recognised principles 
which usually guide us in dealing with the several acute chest- 
affections. It is especially desirable in these cases to try to realise 
fully at the outset what conditions we have actually to treat, and 
what we propose to do by our therapeutic measures. I think the 
general tendency is to be too active than the reverse, and it is well 
to lean to the side of discretion. A routine line of treatment 
directed only to one factor in an acute combined case, say 
pneumonia, is decidedly to be avoided. The supervention of acute 
on pronounced chronic conditions often gives us a very trying 
case to manage, and if the combination is not understood it will 
probably be a bad time for the patient ; if nothing worse happens, 
he is pretty sure to be subjected to a more energetic treatment 
than the circumstances of the case demand. Of all the cases that 
harass the medical practitioner, and make him feel his smallness 
and impotence, I think there are none worse than those complicated 
acute inflammatory chest-cases of rapid onset and progress to 
which I referred in my previous lecture. Some of them are 
obviously hopeless almost from the first; in others we feel that 
we must make a fight for life, and there is no greater satisfaction 
than when, by sticking to our patient and encouraging others to 
do the same, we succeed, aided by intelligent, judicious, and 
devoted nursing, in bringing the conflict to a favourable issue and, 
humanly speaking, save his life. Unquestionably the rational 
administration of medicinal agents becomes in these cases of the 
highest value, especially of those which affect the functions of the 
vital organs, or which assist or modify expectoration. I cannot 
now refer to other details of treatment, and will only say that it 
is in grave acute chest. conditions that we derive such timely help 
from active therapeutic measures intended for special purposes, 
more particularly abstraction of blood, either by venesection or 
local methods, or even by cardiocentesis, as in a case reported in 
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the ‘ British Medical Journal,’ December 15th, 1894, free dry- 
cupping, inhalation of oxygen, artificial respiration, or subcutaneous 
injection of powerful drugs, such as ether, strychnine, or digitalin. 
How far the injection of antitoxins is going to be of service to us 
in the future in the treatment of formidable acute inflammatory 
diseases of the contents of the thorax remains to be seen, but so 
far as diphtheritic cases are concerned I can affirm that the 
results which have been achieved in my wards at University 
Hospital, under the active management of my house-physician, 
Mr. Buuch, are most satisfactory, and fully bear out the favourable 
reports from other quarters. 

4. The actual treatment of chronic chest-cases which come 
before us, presenting such a variety of morbid conditions, in every 
conceivable combination and not uncommonly highly complicated, 
is a problem that always requires thoughtful consideration, and 
often gives abundant scope for the application of sound 
therapeutic knowledge and skill, guided by discretion and 
common-sense on the part of the individual practitioneer. It is 
hardly practicable to discuss this question to any advantage from 
a general standpoint, and at any rate on the present occasion I 
must content myself with simply offering a few suggestions. 
Different kinds of cases must of course be dealt with in different 
ways, but it is here again always well to determine what con- 
ditions are actually present, and what we can do, before proceed- 
ing to the adoption of any active measures. As I have already 
intimated, many cases of even pronounced chronic chest-disease 
do not require any active measures at all, at any rate as a constant 
or regular practice; but in others we can do much, by the 
administration of suitable remedies or in other ways, to influence 
or control morbid processes, to relieve or help symptoms, or to 
affect temporary conditions or disturbances which so often form part 
of the history of these cases. Of course, general or constitutional, 
as well as climatic treatment, and that directed to the digestive 
or other systems, are frequently of essential importance; and I 
must draw special attention to the great value of more or less 
prolonged rest in bed from time to time, particularly in cardiac 
cases. As regards the use of medicines, I think the tendency is to 
overdo things in this direction in chronic cases even when they 
are needed, and I may observe that sometimes we find a condition 
present which distinctly contraindicates the use of a particular 
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drug, or at any rate should make us very cautious in its ad- 
ministration, as, for example, extensive pericardial adhesion, which 
certainly is not favourable for the employment of digitalis and 
allied agents. It is interesting and important to note, that if one 
has the opportunity ot watching the progress of chronic chest- 
cases of a combined nature, it will frequently be found that they 
present exacerbations of symptoms from time to time which pass 
away under treatment, but in many of them a period comes when 
nothing further can be done, and the patient must inevitably 
succumb. The laity cannot understand this at all, and do not see 
why what has been accomplished before cannot be done again, and 
I must say that occasionally even a medical man does not quite 
realise the state of things under these circumstances, but expects 
the “ consulting physician’’ to achieve impossible resuits. 

5. I now come to the consideration of a definite principle in 
the treatment of combined chest-cases of all kinds, be they sudden, 
acute, or chronic, as well as indeed in those of a simple nature, 
and one which I regard as of the greatest consequence. It is 
this: To be always on the look-out for, and prepared to deal 
more or less actively with certain morbid conditions, often of a 
pronounced kind, which we can materially influence by treatment, 
or even absolutely get rid of, but which if allowed to continue 
are sure to lead to serious results, either immediate or remote. 
This principle applies also to certain individual diseases of a 
grave nature, which may in not a few instances be greatly 
checked, or even entirely cured by appropriate treatment. It 
opens up a wide range of subjects, and in individual cases often 
gives us occasion for deep and anxious thought in determining 
what is best to be done for our patient’s interests; while special 
difficuities may face us as to varrying out a method of treatment 
which we know is clearly indicated. There are some who, in 
relation to certain of the conditions to which I allude, are, I think, 
inclined to be too hasty or even rash in the employment of 
vigorous and heroic measures, but the general tendency is 
decidedly in the opposite direction, and one not uncommonly sees 
an aggravating ‘“pottering” about cases, when there is really 
something very definite to be done. I have already referred to 
the uselessness of applying iodine to the chest when it is not 
needed; what is much worse, however, is playing with measures 
-of this kind and wasting valuable time, when some condition is 
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present which demands immediate and urgent relief, or the 
adoption of a particular line of active treatment, which at any rate 
affords some chance of getting rid of it in course of time. 

Without any comment, I can now only mention the chief con- 
ditions or diseases to which the preceding remarks refer, namely, 
fluid-effusions in the serous cavities; pneumothorax and its effects 
or accompaniments ; purulent accumulations of any kind, whether 
empyema, pyo-pericardium, or either of the several abscesses ; 
excessive secretions and morbid products in the air-tubes or 
pulmonary vesicles, especially if of a purulent or fetid character, 
as well as materials formed in phthisical cavities, special care 
being taken as far as possible not to allow persistent accumula- 
tion of these fluids in the bases of the lungs; solid inflammatory 
products in the lungs, the remains of pneumonia or broncho- 
pnuemonia, which, even when very extensive and of long standing, 
may sometimes be got rid of entirely by appropriate treatment, 
systematically and diligently carried out; syphilitic changes, 
often markedly benefited by specific remedies; aneurism, which 
is in not a few instances remarkably amenable to treatment; 
cardiac thrombosis; and such exceptional diseases as hydatids 
or actinomycosis. To the individual treatment of any of these 
conditions I obviously cannot now even allude, but they illustrate 
in various ways the important principle which, I think, needs 
strongly to be enforced. 

6. The treatment of temporary disorders of a more or less 
serious nature, occurring as complications of various diseases or 
combinations, whether acute or chronic, is another aspect of the 
treatment of chest-cases which always demands thoughtful con- 
sideration, as well as often promptness of action. Many of these 
disturbances yield readily to simple measures, such as rest, 
warmth, posture, and the use of old-fashioned and comparatively 
harmless remedies, such as ‘“‘ammonia with ether.” The obvious 
tendency nowadays, however, 1s to» rush off to certain special 
érugs or methods of treatment, without at all considering the 
case which has actually to be dealt with, or making any attempt 
to understand the conditions present. I allude more particularly 
to the treatment of attacks of spasmodic asthma and angina 
pectoris. I have no hesitation in affirmmg that such attacks, or 
supposed attacks (for the disturbances called by these names are 
by no means always correctly so designated), are often regarded 
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from too narrow and restricted a standpoint as regards the 
adoption of measures for their immediate relief; that different 
cases require to be treated in different ways; and that it is a 
serious mistake to fly to any one remedy as a routine practice. 
Further, we must never forget that by the repeated use of these 
remedies, which are usually powerful and dangerous, we may be . 
doing positive mischief; and especially that we may be laying 
the foundation for their habitual employment by patients them- 
selves on the slightest provocation, the injurious results of which 
practice we so constantly meet with at the present time, when all 
kinds of drugs and preparations, in convenient and attractive 
forms for use, can be so easily obtained. If time permitted, I 
could mention numerous cases which have come under my own 
observation illustrating this poimt, and showing the necessity for 
the greatest caution on the part of the medical practitioner in 
dealing with attacks of different kinds associated with the chest, 
especially when they are hkely to be repeated or paroxysmal. 
At the same time I fully recognise the remarkable effects which 
can be produced by certain agents which modern experimental 
pharmacology has provided for us. as well as their essential 
value in the treatment of the conditions of which I am now 
speaking, provided they are employed judiciously, and under the 
direct supervision of a medical man who knows what he is about. 
Nor must I forget to note here that some of the very active 
measures to which I have previously alluded may be urgently 
demanded in cases belonging to the present category, and that 
they may be immediately instrumental in averting threatened 
death. 

7. The treatment of symptoms opens up most important ques- 
tions in relation to combined morbid conditions of the chest, and 
calls for much consideration in a large number of instances. It 
is impossible for me now, however, to do more than offer a few 
general remarks on the point. When in an earlier part of this 
lecture I strongly condemned the mere symptomatic treatment of 
chest-cases, of course I did not mean to imply that they should 
not receive due attention when required. As a matter of fact 
they often need a good deal of consideration, and it is by no 
means easy to cope with them under many circumstances in which: 
various thoracic changes exist together. But here comes in the 
essential importance of studying each symptom individually in 
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relation to the conditions present, before attempting to influence it. 
It frequently happens that we then find that little or nothing can 
be done for a particular symptom which is troubling the patient, 
and what we have got to do is to enforce the principle to which 
I have previously referred, namely, that he must learn to accom- 
modate himself to his circumstances. This applies more especially 
to disturbances of respiration and cardiac action. On the con- 
trary, it may be that there is some state of things within the 
chest, which can at once be recognised as the cause of the dis- 
order, and that treatment directed thereto will immediately relieve 
the symptom or symptoms thus produced, even when they are 
of a severe or grave character. To go on pouring in drugs for 
the relief of urgent dyspnoea and palpitation, so-called, obviously 
depending upon a large pleural effusion which demands instant 
removal, is certainly not rational treatment, and yet it is possible 
even in these enlightened days. Again, it is often not desirable 
to check a particular symptom, even when this can be done, such 
as cough, provided it serves some useful purpose, though it may 
at the same time perhaps be controlled and helped in various 
ways. One general rule, at any rate, should be followed in 
dealing with symptoms in combined chest-cases, and that is not 
to give more medicine than is really needed, and to employ 
simple and harmless remedies as much as possible. J may draw 
attention to the great advantage to be derived in relation to 
thoracic symptoms not uncommonly from the adoption of treat- 
ment directed to some particular general condition or conditions, 
especially anemia, emaciation, and obesity, though I think the 
last-mentioned is sometimes rather injudiciously attacked. Nor 
must I overlook the immense relief to be often obtained by getting 
rid without delay of certain abdominal accumulations which 
physically interfere with the diaphragm and thoracic contents, 
as well as of extensive subcutaneous dropsy. The beneficial 
effects which thus follow tapping for ascites, or relieving anasarca 
by operative measures of different kinds, have in my experience 
of a good many cases been most remarkable. | 
8. I now come to my last point bearing upon the treatment of 
combined chest-cases, and that is to say a few words about special 
therapeutic methods. I need scarcely remind you that we are 
living in an age when, to say the least, there is no great respect 
paid to the traditional therapeutic measures handed down to us 
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by our forefathers and predecessors; and when active and 
energetic workers are, on all hands, trying to discover new 
systems, methods, or even remedies, which will enable us to cope 
more effectually and successfully with disease in its varied and 
complex forms. When a man reaches a certain period of life, 
however, this sort of thing becomes a little bit trying, and he is 
inclined to become decidedly “conservative” in his views. Per- 
sonally, I confess I sometimes feel quite bewildered, and find it 
no easy matter to “‘keep up with the times.” Unfortunately, too, 
new systems or methods do not always hold their ground, and are 
occasionally, indeed, extremely short-lived; while, as to individual 
remedies, they are ‘‘here to-day and gone to-morrow,” one suc- 
ceeding the other in the most confusing manner possible. It 
behoves us, therefore, as a profession, to be somewhat cautious in 
our so-called “ progress,” and not to be too eager to adopt and 
practise supposed “cures,” which a little consideration may show 
have really no rational foundation. Such caution is especially 
necessary in relation to the treatment of diseases of the chest, and 
a comparatively recent experience gave us all round a lesson which, 
it 1s to be hoped, will not soon be forgotten. 

The more prominent special methods of treatment at present 
in vogue in relation to chest-affections, may be summed up as 
follows:—(1) Antiseptic treatment, practised in various ways, 
including intra-laryngeal injections, a method recently brought 
prominently before the profession by Dr. Colin Campbell. The 
use of antiseptics may unquestionably be of the greatest value 
in many combined chest-cases, and not merely in those of a 
phthisical nature. (2) Hypodermic injections of different kinds, 
which may be rational enough in connection with certain excep- 
tional conditions, but, on the whole, as at present recommended 
and carried out, rather indicate a want of any actual clinical or 
even pathological knowledge of the grave diseases with whieh 
they profess to deal, and sometimes border on the absurd. 
(3) Climatic treatment, to which is added not uncommonly some 
particular ‘‘cure.” About this treatment, which, of course, is 
the essential requirement in a large number of instances, I wiil 
only say that I find that the “resident doctors” in any “health 
resort”? of this kind do not at all like a very advanced or com- 
plicated chest-case to deal with, but almost invariably, and for 
obvious reasons, give their opinion that their particular climate 
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will not be suitable for the patient, and that he had better go 
elsewhere or stay at home. (4) The use of “respiratory gym- 
nastics,” often of the greatest service for various purposes, when 
properly carried out. (5) Methods connected with the employ- 
ment of “‘ condensed or rarefied air,” especially for emphysematous 
cases. (6) Treatment directed to the nasal cavities and the 
throat, which, in appropriate cases, 1s of unquestionable advan- 
tage. (7) Mechanical or physical methods practised in the 
treatment of cardiac affections, especially massage, graduated 
mountain-climbing, and certain special exercises. With regard 
to these methods, no doubt they are most beneficial in suitable 
cases, as I can testify, but each one requires very careful con- 
sideration before it is treated in any such way. To recommend 
and practise systematic and energetic massage for a highly com- 
plicated and grave cardiac case, presenting also extensive atheroma 
and calcification of the aorta, with an acute malignant endocar- 
ditis added to these conditions, as I have known actually happen, 
does not strike one as “ rational therapeutics.” 

The preceding remarks have been intended merely to bring to” 
your remembrance, without attempting to discuss them, certain 
methods of treatment, one or other of which might appropriately 
be called for in the management of more or less complicated chest- 
conditions. Their individual application must be left to the 
matured judgment, practical experience, enlightened common- 
sense, and honesty of purpose of each member of the profession to 
which we have the privilege and honour to belong. 

And now, Mr. President and Gentlemen, my task is ended. I 
am but too conscious of the imperfect manner in which it has 
been performed. One of the greatest and most trying problems 
which the medical profession has to face at the present day, is 
how to diminish by preventive measures the enormous number of 
cases of chest-disease which overwhelm us on all sides; and how 
most effectually to cope with these diseases in their many forms 
and combinations, so as to restore health, to prolong life, or to 
lessen human suffering, according to the circumstances and con- 
ditions with which we have to deal. I can honestly say that my 
object in these lectures has been to contribute something, however 
insignificant, to the attamment of these ends. Increasing 
experience has made me feel more and more strongly that before 
we can succeed in our aims to anything like a satisfactory degree, 


MORBID CONDITIONS OF THE CHEST. 179 


we must not be content with a general, and often vague or 
theoretical conception of the maladies against which we have to 
contend, or of their treatment ; and I venture further to suggest, 
with all deference and respect, that we cannot consent to be 
guided in this matter solely by the teaching of modern experi- 
mental pathology or pharmacology. We are bound to realise 
things as they actually exist in living patients, and it is from this 
point of view that I have thought it might be of some positive 
advantage to bring the combinations of morbid conditions of the 
chest prominently before the profession, at the same time trying 
to arrange them under some kind of order ; to take a comprehensive 
survey of their clinical investigation; and to glance at the more 
important principles bearing upon their practical management. 
On some points I have felt it my duty to speak out with no 
uncertain sound, but I trust that I have said nothing which can. 
justly give offence tv anyone. It now only remains for me most 
cordially to thank the Council of the Medical Society of London 
for the great honour they conferred upon me in electing me 
-* Lettsomian Lecturer,” and to express my deep obligation to you, 
Mr. President, and to those other gentlemen who have sustained 
me by their presence, and have so patiently listened to my tedious 
discourses. 
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January 28th, 1895. 


A SUCCESSFUL CASE OF PARACENTESIS PERI- 
CARDII. 


By Percy Kipp, M.D. Oxon., F.R.C.P. Lond. 


A MAN aged 34 years, married, came to the out-patient depart- 
ment of the Brompton Hospital on June 6th, 1894, and was 
admitted by my colleague, Dr. Habershon, under my care, on 
account of severe dyspnoea. On admission there was extreme 
dyspneea, both inspiratory and expiratory. The face was paie, 
ashy, and bedewed with a cold clammy sweat. The expression 
was anxious. A superficial and rapid examination revealed the 
presence of a pulse of high tension, and hypertrophy and dilatation 
of the left ventricle. There was cedema of the bases of the lungs, 
without signs of general bronchitis, and a small pleural effusion on 
the right side. The urine contained a small quantity of albumen. 
‘The case was regarded as one of granular kidney with asthma 
probably of ursemic origin. A hypodermic injection of a quarter 
of a grain of morphia was at once given, and in about 20 minutes 
the dyspnoea had almost disappeared, and the patient expressed 
himself as feeling fairly comfortable. He was then ordered to 
take liquor trinitrini, 1 minim, every four hours. . Under this 
treatment he continued to improve. Occasional asthmatic attacks 
were successfully treated by inhalations of amyl nitrite. As soon 
as his condition permitted, the following note was taken :— 
‘Family history unimportant. Previous history: Painter’s colic 
in 1884, and an attack of hamoptysis in 1889. Ailing three years 
with cough and occasional hemoptysis. Present illness began at 
Christmas, 1893, with hemoptysis, followed by recurring attacks 
of paroxysmal dyspnoea. The patient is pale and is still somewhat 
dyspneeic. Maintains a sitting or semi-recumbent position day 
and night. Pulse 98, of medium size, regular, tension much 
increased, artery hard. Heart: Apex beat at lower border of 
sixth rib half an inch external to the nipple line. Impulse forcible 
and diffused. Dulness begins at the fourth rib on the left side 
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and extends outwards to the position of the apex beat. To the 
right the cardiac dulness merges in the pleural dulness to be 
subsequently described. Cardiac rhythm cantering, the first of the 
three sounds heard corresponding with the carotid pulse. Aortic 
second sound much accentuated. Lungs: On the right side in 
front dulness from the fourth rib downwards, and behind from the 
angle of the scapula to the base. Over the dull area breath 
sounds weak and vocal fremitus diminished. At both posterior 
bases scanty subcrepitant rales. Breath sounds over left lung 
and upper part of right vesicular and loud. No rhonchi. Urine 
pale, acid; sp. gr., 1010; albumen, one-tenth ; no casts. Ophthal- 
moscopic examination: Numerous small glistening white patches 
in the retina on each side external to the discs in the neighbour- 
hood of the macula. Marked whitish thickening of the coats of 
the retinal vessels.” 

For the next fortnight there was little change. Asthmatic 
attacks were relieved by amyl nitrite as a rule, but occasionally a 
hypodermic injection of morphia had to be administered.—July 
22nd: Dyspnoea has been increasing the last few days. The legs 
are now somewhat swollen and the signs of pleural effusion on the 
right side have increased. Paracentesis of the right pleura was 
performed, and 63 ounces of rose-coloured fluid were removed. 
Great relief was obtained, the dyspnoea diminished, and the cedema 
of the legs almost disappeared.—July 12th: Paracentesis had to 
be performed again as further effusion into the right pleura had 
occurred. On this occasion 40 ounces were withdrawn, the fluid 
showing the same sanguineous character as before. Again great 
relief was experienced, and for the first time the cantering action 
of the heart was replaced by the normal rhythm, the first sound 
being short, the second sound accentuated generally. After about 
a week the old symptoms returned, and on July 26th the patient 
complained of severe pain in the left side and was much distressed. 
A double pericardial friction sound was now heard over the whole 
precordia, loudest over the right ventricle. Six leeches were 
applied to the cardiac region and speedy relief was obtained. A 
saline mixture containing 10 minims of the tincture of digitalis 
and of the tincture of nux vomica, with 3 minims of liquor trini- 
trini, was now ordered to be given every four hours. Temporary 
relief to the dyspnoea was experienced, but the patient vomited 
occasionally—a symptom attributed to the digitalis. On August 
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6th the patient had a sudden attack of dyspnoea and cardiac 
failure. He became pale and faint and his pulse was found to be 
very irregular and weak. After the administration of a hypo- 
dermic injection of ether and of brandy internally he rallied, but 
complained much of pain in the precordial region and epigas- 
trium. At bedtime an injection of one-eighth of a grain of 
morphia was given, and the patient slept for a few hours. The 
next day the following note was made: ‘“‘ Dyspnea marked. 
Respiration 32, shallow. Lungs: On the right side dulness 
reaches in front up to the third rib, and behind nearly to the 
spine of the scapula. Over the dull area weak breath sounds and 
diminished vocal fremitus. At the left posterior base slight 
dulness as high as the angle of the scapula, weak breath sounds, 
and some creaking. Heart: Cidema of the skin in the cardiac 
region, extending outwards nearly as far as the nipple on each 
side. Tenderness on pressure in this situation. Heart’s impulse 
impalpable except at the apex, where it is fairly distinct. Apex 
beat in the same position as before—i.e., in the sixth intercostal 
space half an inch external to the nipple line. Cardiac dulness 
begins at the third rib on the left side, extending outwards and 
downwards as far as the apex beat. To the right the dulness is 
continuous with that already described in the examination of the 
lungs. Heart sounds very feeble; at the apex a cantering rhythm 
can be recognised; no pericardial friction. Liver much enlarged. 
Slight ascites. Urine: sp. gr. 1010; contains a trace of albumen. 
The excretion of urine has fallen during the last three days to 
27 ounces.” The mixture containing digitalis was now discon- 
tinued and 10 minims of tincture of strophanthus were ordered 
every four hours. It being now evident that the patient had 
pericardial effusion, instructions were given to perform paracen- 
tesis pericardii if his condition shculd become worse. The same 
evening the patient became very restless, the respiration was more 
laboured, and the pulse weaker. Accordingly at 9.30 p.m. para- 
centesis pericardii was performed by the house physician, Mr. R. 
M. Smyth, in the absence of the resident medical officer. A small 
quantity of cocaine was injected under the skin in the cardiac 
region, and shortly afterwards a trocar and cannula connected with 
an aspirating syringe were inserted through a small skin incision 
in the fourth left intercostal space, as close as possible to the edge 
of the sternum. The trocar hitched on the edge of the sternum, 
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and after some little difficulty was carefully pushed through the 
intercostal space until it was felt to be in a cavity. The trocar 
was then withdrawn and the cannula was now felt to be lifted 
with each beat of the heart. A quantity of blood-stained serum 
was syphoned over through the exit tube of the syringe into a 
porringer. The cannula was gently moved about and the piston 
drawn out so as to obtain suction. Then fluid of a deeper red 
colour was obtained, but the cannula soon became blocked, so it 
was withdrawn and the wound covered with lint soaked in 
collodion. The patient was relieved at once, the pulse became 
stronger, and the apex beat of the heart came half an inch lower 
down than before. Five ounces of fluid were removed. On stand- 
ing a layer of blood was deposited, the supernatant fluid presenting 
a clear claret colour—August 8th: The patient had a good night ; 
he is less restless and in less pain. Respiration 30. The cedema 
of the chest wall has diminished. Pulse 120, stronger and regular. 
During the day the pulse-rate varied from 120 to 60, but in the 
evening it resumed its old rate, 120. The amount of urine passed in 
the 24: hours following the tapping rose to 55 ounces.—August 9th : 
Fair night. Pulse 120, irregular. Cardiac dulness reaches up to the 
third rib. Rhythm cantering. Respiration 32. Urine, sp. gr. 1010. 
Albumen, one-tenth.—August 10th: The patient seems weaker. 
Pulse 80, very irregular. Strophanthus had to be discontinued 
on account of the vomiting it seemed to excite. A hypodermic 
injection of one-fortieth of a grain of strychnine was given in the 
morning. At 3.50 p.m. I saw the patient. He was then very 
dyspneeic and distressed. The respiration was 30. The pulse 
was 90, tension being lower than formerly. Intermissions, mostly 
coinciding with inspiration, occurred every sixth or seventh beat. 
The physical signs were unchanged. It was determined to resort 
to paracentesis again, the operation being performed by the 
resident medical officer, Dr. Stanley Ballance. The patient was 
placed shghtly on the left side in a semi-recumbent position. 
After freezing the skin with ice and salt a smallincision was made 
in the fifth intercostal space on the left side two inches from the 
sternum, and the trocar and cannula were then inserted. After 
slight aspiration had been employed the fluid was allowed to 
syphon over into a glass vessel, 28 ounces being collected. The fluid 
had almost the colour of pure blood, and on standing some 
coagulation occurred. The specific gravity of the fluid was 1020. 
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During the operation the patient was given a small quantity of 
brandy-and-water to sip frequently. After the fluid was with- 
drawn he expressed himself as feeling much easier. His colour 
improved, the pulse became stronger and less irregular, and the 
dyspnoea was obviously relieved. The area of cardiac dulness was 
not perceptibly diminished. On August llth the patient slept 
well in the recumbent position, which he had not been able to 
assume before. The cedema of the chest wall was less. The pulse 
was 88, stronger, but still irregular. The heart sounds were 
distinct at the apex, but fainter at the base; impulse was stronger. 
The quantity of urine excreted during the 24 hours following the 
operation rose to 97 ounces. For the next month the improve- 
ment was maintained, though attacks of dyspnoea recurred from 
time to time. On August 17th the cantering rhythm of the heart 
returned, the second of the three sounds now coinciding with the 
carotid pulse. The pulse became regular and regained its high 
tension. The ophthalmoscopic appearances underwent no further 
change. The physical signs in the chest remained the same. 
After the second tapping the patient was given a mixture con- 
taining iron and nux vomica. From the second week of September, 
when I went for my holidays, my colleague, Dr. Habershon, 
kindly took charge of the case. On September 15th the patient’s 
condition changed for the worse. The pulse became weaker, the 
dyspnoea increased, and the quantity of urine had fallen in two days 
from 88 ounces to 48 ounces. The urine now contained one-fourth 
albumen, the sp. gr. remaining at 1010. As the area of cardiac 
dulness was thought to have increased slightly it was decided to 
tap the pericardium again. Paracentesis was performed in the 
fifth intercostal space on the left side just internal to the situation 
of the second puncture. No fluid could be obtained. From this 
time the patient gradually failed, the tension of the pulse fell, the 
restlessness and respiratory distress became greater, and the 
quantity of urine steadily declined. Frequent injections of morphia 
were required to relieve the distressing dyspnoea, but the patient 
sank and died quietly on September 22nd, six weeks after the 
second tapping, consciousness being preserved to the last. 
Necropsy.—There were recent pleuritic adhesions on both sides , 
the left pleura was adherent to the pericardium. The pericardial 
sac was entirely obliterated by adhesions, firm at the base but very 
soft towards the apex and lower part of the right ventricle. The 
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pericardium was studded with numerous small hemorrhages, old 
and recent. ‘The heart (weight with pericardium, 23 ounces) was 
greatly enlarged, the left ventricle being mainly affected, and its 
walls measuring nearly one inch in thickness. The muscle was 
rather soft. The cavity was moderately dilated. The valves 
were normal. The lungs were cedematous. There was slight 
marginal emphysema. There was no trace of tubercle. The 
larynx was cedematous. The kidneys (weight, 74 ounces) were 
much contracted. The capsules were slightly thickened but 
stripped easily, leaving a granular surface. There were a few 
small cysts and some yellowish patches in the cortex, which was 
greatly thinned. 

Remarks.—I have ventured to describe this case as a successful 
one for the reason that marked and immediate relief was obtained 
from paracentesis, and the improvement was maintained for fully 
four weeks, the patient’s death being the inevitable result oi 
advanced renal disease. Post-mortem examination showed that 
the pericardial cavity had been closed by adhesions. The case 
was, it will be admitted, a very severe one—granular kidney with 
uremic asthma, cardiac dilatation, retinitis, and sanguineous 
effusion into the pleura and pericardium. The fact that paracentesis 
pericardii gave unmistakable relief in so desperate a case is the 
best testimony to the efficacy of this mode of treatment. All who 
saw the case—and they were many—were convinced that but for 
the tapping the patient could not have lived many days, The first 
tapping, performed in the fourth left intercostal space close to the 
sternum, though it gave temporary relief, only yielded 5 ounces of 
fluid. Accordingly, on the next occasion, the puncture was made 
in the fifth space two inches from the sternum. Dieulafoy 
recommends that the trocar be introduced at no great distance 
from the sternum, so as to avoid opening the pleura, but there 
was thought to be little danger of this occurrence in the present 
case, as there were good reasons for believing that the pleura and 
pericardium were adherent. The greater success of the second 
paracentesis is largely to be attributed to the semi-erect position 
of the patient at the operation facilitating the displacement 
forward of the exudation, which, as so often happens, had gravitated 
to the posterior part of the pericardial sac behind the heart. The 
hemorrhagic character of the fluid withdrawn from the pericardium 
as wellas from the pleura is noteworthy, as pointing to the severity 
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of the renal affection. The quantity of fluid removed on the 
second occasion, 28 ounces, is rather large as compared with the 
average of cases recorded, though a much larger quantity has been 
removed in individual cases. It is, however, well to remember 
that the removal of a much smaller amount—e.g., 4 or 5 ounces— 
has been productive of excellent results in several cases that have 
been reported. The good effects of the tapping were manifested 
by the circulation, respiration, and secretion of urine. The rapid 
relief of the dyspnoea shows that this symptom was largely due to 
the mechanical difficulties under which the heart was labouring. 
Not less remarkable is the rise in the amount of urine that 
occurred. Thus, in the 24 hours preceding the first operation the 
quantity was 27 ounces; during the next 24 hours 55 ounces were 
passed. After the second operation, on August 10th, 97 ounces 
were measured, and 10 days later the quantity had risen to 
137 ounces. No digitalis, strophantus, or other diuretics were 
given after August 9th, so that the diuresis can only be attributed 
to the improvement in the circulation brought about by para- 
centesis. The oedema of the skin in the precordial region began 
to diminish as soon as the pericardial pressure was relieved, but 
it was some days before it had completely disappeared. The 
diagnosis of the pericardial effusion presented no difficulty. 
Although the pulsus paradoxus was not present in its typical form, 
it was noted on the day of the second tapping that the intermis- 
sions of the pulse mostly coincided with inspiration. This 
condition could no longer be observed after the fluid had been 
removed, and it did not return. The repeated hemoptysis that 
occurred early in the history of the case is worthy of note in 
connection with the hemorrhagic character of the effusions into 
the serous cavities, and with the fact that the necropsy revealed 
no disease of the lungs with the exception of slight marginal 
emphysema. J have met with several cases of pulmonary 
hemorrhage in middle-aged and elderly people who were free 
from any sign of cardiac or pulmonary disease beyond slight 
emphysema, but in whom the existence of granular kidney in a 
latent form was highly probable. Referring to these cases in the 
discussion that took place at the Medical Society of London a few 
years ago on the late Sir Andrew Clark’s paper on the Non- 
tuberculous and Non-cardiac Hemoptysis of Elderly Persons, I 
ventured to attribute the hemorrhage to a rise of pressure in the 
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pulmonary circulation secondary to the high tension in the aortic 
system. When, as is usually the case in such circumstances, 
some degree of emphysema and general arterial degeneration 
coexist, we must recognise the presence of conditions favourable 
to the production of pulmonary hemorrhage. I still regard this 
explanation as simpler and more probable than Sir Andrew Clark’s 
assumption of a specific lesion of the pulmonary arterioles and 
capillaries dependent on “the arthritic diathesis.” In a valuable 
paper by Dr. Samuel West on a case of Purulent Pericarditis 
treated by Paracentesis and by Free Incision, with Recovery,* 
statistics of paracentesis pericardil are imcluded, and many 
interesting points are brought out. Since this paper was 
published other cases have been recorded; but as Dr. West's 
conclusions still seem to comprise all the essential points, I will 
now quote them in conclusion: (1) Paracentesis pericardii is not 
only justifiable, but an operation which may be safely undertaken 
with ordinary precautions; (2) the most suitable place for 
puncture is, in ordinary cases, in the fifth left intercostal space 
one inch from the edge of the sternum; but if the pleura be 
adherent the puncture may be made safely much further out, and 
even in the sixth space; (3) the instrament employed should 
be a trocar and cannula, with or without aspiration; and (4) the 
operation may be performed with advantage, not only in the 
pericardial effusions of rheumatic or primary origin, but also in 
those which occur in the later stages of general dropsy, if 1t should 
appear that the fluid in the pericardium is adding to the difficulties 
under which the heart is placed. 


Dr. Sansom had no hesitation in affirming that the operation was the 
best treatment under the circumstances, and had afforded immediate 
relief, and prolonged life to a considerable extent. In this case there was 
a history of lead poisoning which gave a reasonable probability of there 
being granuiar kidney, with hypertrophy of the heart. In pericar- 
ditis in combination with renal disease he had never, until two years ago, 
seen a satisfactory recovery, but he had lately seen two cases of this 
kind. Such traces of old retinal hemorrhage made the prognosis 
grave, and the duration of life was sure to be short. The author’s case 
was partly a true pericarditis and partly a hydrops pericardii. However 
much one might recommend the operation under such circumstances, it 
would, he thought, hardly be justifiable to perform it except in a small 
minority of cases of pericarditis. In rheumatic pericarditis, although 


** Pransactions of the Royal Medical and Chirurgical Society,’ vol. xlvi, 
1883. 
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the operation had been undertaken with success in a few cases, it must 
not be forgotten that there were many difficulties. The effusion was a 
small part of the process. There was what the late Dr. Sturges called 
pan-carditis—-an inflammation of the whole heart, with swelling of its 
substance, followed by pronounced pericardial adhesions. The treatment 
of the fluid, therefore, was only a small part. 

Mr. MArRMADUKE SHEILD entirely dissented from Dr. West’s statement, 
quoted by the author, that it was a satisfactory and easy operation. This 
was not the case, because the diagnosis of pericardial effusion was 
uncertain ; for in the author’s own case, though the signs of pericardial 
effusion were present, on the last attempt to tap, no fluid came, and so 
they might take it that no fluid was present. The case was one of 
adherent pericardium and enlarged heart. He had seen this error of 
diagnosis made over and over again; indeed he gathered that it was a 
matter of the greatest difficulty and uncertainty to distinguish between 
the two conditions. If there were not a large amount of fluid present, 
and if the cannula and trocar were passed through the pericardium with 
‘a jump” or asudden movement made by the patient, a vein on the surface 
of the heart might be wounded, and the patient gradually succumb to an 
effusion of blood into the pericardium. It was best to make a small 
incision through the skin close to the sternum, and to pass the trocar 
gradually into the pericardium without the “jump” that was unavoidable 
when it had to be thrust through the skin. Thus it was important to 
direct the trocar obliquely towards the sternum. If that were done the 
operation was comparatively safe. The question of an anesthetic was 
a difficult one. The author’s patient was an adult; but in nervous 
children their struggles were not only trying, but added considerably to 
the risks. 

Dr. W. Carr recalled a case of a child who died of pericarditis with 
other complications. During life there had been great extension of the 
pericardial dulness, and the advisability of tapping was discussed and 
decided in the negative. Post-mortem he found the pericardium greatly 
enlarged in all directions. It contained pus and lymph, the pus being at 
the back of the pericardium. The heart itself was anchored by firm 
adhesions to the front of the pericardial sac, so that if any attempt had 
been made to do paracentesis the needle must necessarily have gone into 
the ventricular wall. There was no sign, during life, to indicate the 
presence of these adhesions. 

Dr. Ewart agreed with what the author had stated, and also with the 
conclusions which he had quoted from Dr. ‘West’s paper. He had had 
several cases of paracentesis for pericarditis without any bad results, but 
the most satisfactory case was one in which 20 ounces of very bloody 
fluid were removed from the pericardium of a man aged about 40, who 
was suffering from valvular disease with extreme dropsy, and was in 
imminent peril of his life. The relief was complete, though recovery was 
slow, the cedema lingering for a time; but the man was subsequently 
enabled to resume his occupation as a butler. He had had the operation 
performed on patients suffering from severe rheumatic pericarditis, and 
with complications which made their safety depend on the immediate relief 
of intra-thoracic pressure. In one case there was effusion into the three 
cavities of the chest and all three cavities were emptied of fluid, two of 
them at one operation, the patient recovering completely. Pneumo- 
thorax, which had been set up by the second operation, cleared up in less 
than two days, and gave rise to no bad symptom. To pass on to the 
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subject of the adhesions which were so apt to form, especially in purulent 
cases, and to the difficulties which occur in connection therewith, he 
remembered the sad case of a boy in whom what appeared to be an 
ordinary rheumatic pericarditis passed into the purulent form. He 
diagnosed the affection early, and ultimately had aspiration performed, 
but the operation did not give relief. He ascribed this failure to the 
imperfect method which was still in vogue for the relief of purulent 
pericarditis. He advocated a large incision. In the case above referred 
to a fine cannula was introduced and a small quantity of pus withdrawn. 
After a few days, the symptoms persisting, another surgeon made a very 
small opening, but ultimately the child died. They found a very large 
quautity of pus in the interior of the pericardial sac, and a good deal of 
spongy fibrin. The needle had gone into this fibrin without touching the 
body of the fluid. He felt very strongly that to relieve purulent 
pericarditis they ought to lay the sac freely open, either by removing a 
piece of cartilage or by a long intercostal incision. Thrusting a pointed 
instrument into the pericardium did not seera to be the best form of 
surgical treatment, nor one likely to affect the end in view in all cases. 
In another fatal case of purulent pericarditis with adhesions to the 
anterior part of the chest, the patient was not relieved, because they 
missed the fluid for the want of a sufficiently large opening. This 
indication which he ventured to regard as paramount in purulent cases, 
may ultimately be extended to cases of simple effusion with adhesions. 
With regard to physical diagnosis they might yet hope to secure some 
trustworthy method of diagnosing pericardial fluid. 

Dr. Percy Kipp, in reply, quite agreed that paracentesis pericardil was 
not an operation to be lightly undertaken ; in fact he had for years been 
on the look-out for a case in which it would be justifiable. He had a 
rheumatic case in a man of 40 some months ago, whose condition was 
such that for several days he, Dr. Kidd, thought to recommend para- 
centesis. The day he made up his mind to do so the patient was rather 
better, so he did not carry out his intention. From that time the patient 
made a good recovery. ‘The prognosis of course varied very much 
according to the cause of the pericarditis. In his case the prognosis was 
bad from the first. Physicians all agreed as to the difficulties of a 
reliable diagnosis of pericardial effusion and adherent pericardium. He 
might add that in several cases the right ventricle had been punctured 
without any harm, but that was not the same as wounding a large vein. 
He would certainly make a skin incision. As to the difficulties of 
recognising a purulent effusion, he could corroborate what had fallen — 
from Drs. Carr and W. Ewart. If pus was suspected, he would certainly 
rather risk an incision than a puncture, unless it were a very large 
effusion in which tapping might be indicated as a preliminary. 
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THE TREATMENT OF EMPYEMATA IN CHILDREN, 
BASED ON AN ANALYSIS OF EIGHTY-SIX CASHS. 


By Eomunp Cautuey, M.D. Cantab. 


It may, perhaps, seem out of place for a physician to write a 
paper on methods of treatment which are almost always essentially 
surgical. I doso for two reasons. In the first place, the patient 
requiring treatment comes primarily under the care of a physician 
who makes the diagnosis and, if he deem it necessary, calls in a 
surgeon to perform the requisite operation. Usually the physician, 
often a man of little surgical knowledge and not abreast of the 
advances in surgery, decides upon the nature of the operation. 
In the second place, although the different modes of treatment 
have been before the profession for years, Celsus, I believe, 
having been the first man known to have performed rib resection, 
there is no universal consensus of opinion as to which is the 
safest and the best. Dogmatic opinions are freely expressed on 
one side or the other, more commonly from the lips of physicians 
than of surgeons, and supported by a varying amount of clinical 
experience and recorded cases. Thus, Solis-Cohen, author of the 
article on the Surgery of the Air Passages and Lungs in 
‘Ashhurst’s International Encyclopedia of Surgery,’ states, when 
writing of pleural effusions, that “ the absorption of pus is in practice 
a myth.” Treatment by aspiration is praised or abused in terms 
almost as strong. The late Dr. Sturges (1) in a letter to ‘The 
Lancet’ in 1894, stated that at one time he held that if a free 
vent for pus could be secured and maintained, the removai of 
rib is unnecessary; he had, however, altered his views, and 
believed that in almost all cases it 1s necessary, and that the 
small mortality from empyema in childhood, whether single or 
double, is due to improved treatment in that respect. Batten (2), 
in support of this statement, records a series of cases treated at 
the Hospital for Sick Children, Great Ormond Street. Suther- 
land (3) goes even a step further, and writes that “the usual 
operative treatment is to open the abscess after resection of a 
rib, to explore the cavity with the finger, and, after washing tt 
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out, to insert a drainage tube. This may be taken as representing 
the accepted surgical procedure of the present day.” | 

On the other hand, Wardrop Griffith (4) and Wightman (5), 
from statistics of cases treated in hospital, and Morrison (6), from 
statistics of cases treated in private practice, maintain that as a 
general rule resection of rib is unnecessary, and that almost all 
cases of empyema in children can be cured by simple incision and 
drainage. 

The following series consists chiefly of records of patients, under 
12 years of age, treated for empyema in St. Bartholomew’s 
Hospital during the years 1883 to 1893. I am deeply indebted 
to the kindness of the physicians, under whose care the patients 
were, for permission to make use of the notes. Dr. Ewart has 
also kindly allowed me to make use of the notes of a few cases 
which have been under his care at the Belgrave Hospital for 
Children. <A few of the patients have been under my own treat- 
ment at the latter hospital. 

I propose to place before you an analysis of these cases, with 
especial reference to the treatment, and to compare it with the 
analyses of the results obtained and recorded by other observers. 
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CASES IN WHICH NO 





No. 


10 


ll 


13 


14 


16 


Sex. 





M. 


M. 








Age. 





is 


or 


lo?) 
Plo 


) Dn 














Side 
affected. 


Cause assigned. 


Sequel of measles and 


bronchitis. 8 weeks’ 
illness. 
Measles a wee 


Indefinite history of 
illness for a year. 
Fall six weeks ago. 


Exposure to cold two 
months previously. 


Gradual onset for one 
month. 
Gradual onset for five 
weeks. 


Measles a month be- 
fore. 


Measles one month 
ago. Pneumonia. 


Sequei of whooping 
cough. Pneumonia 
(?) a month ago. 

Gradual onset nine 
weeks. 


Admitted on May 12 
with pneumonia. 


Admitted on the 
fourth day of pneu- 
monia. 


Six weeks’ gradual 
onset. 
Ailing two months 


Pneumonia (?) 
onset. 
Admitted on fourth 
day of apical pneu- 
monia. 

Five weeks’ illness. 
Probably pneumonia 
at first. 


at 








Mode of treatment. 


Exploration twice. In- 


terval of one month. 


Exploration... 


Incision into a superficial 
abscess about level of 
6th rib, in anterior 
axillary line. 
Exploration twice; 
successive days. 


on 





Nature and 
amount of fluid. 


Pus found each 
time. 


.| Nothing found 


Small amount of 
shreddy pus. 


Pus found each 
time. 


CASES TREATED 


Aspiration . 


° 


Aspiration ... 


Exploration three weeks 
later. 
Admitted, Nov. 7. Adc 
Aspiration, Nov. 16 a 
25 
” 29 30 
Exploration, Dec. 6 
an Jan. 17 
Aspiration, Jan. 19 
” 19 30 : 
Aspiration three weeks 
after admission. 


br] 99 


Aspiration, Aug. 18 


3 Sept. 1 a8 
Exploration, Junell .., 
Aspiration, June 26 


Exploration, Aug.19  ... 
Aspiration, Aug. 19 
» 


eee 


%) ” = . 
a Oct 2h. se 
Aspiration. Irrigation 
with water. Injection 


of tr. iodi = ss, 
Aspiration ... 


Exploration 
Aspiration .., sce 


Exploration 
Aspiration ... 


Pus, 34 ozs. 


27 ozs. of choco- 
late - coloured 
purulent fluid. 

Thick curdy pus 


Pus, 3 ii 
Pus, 318s. 
PUSS aISSs 
Nil 
Pus 
6 OZs. 
3 OZS. 
54 ozs. of pus 


18 ozs. of thick 
pus. 
5 OZS. 

Pus, a few drops 


Pus 

Nil 
Pus, 25 ozs. 

Pus 


Pus, 3 02s. 
Pus, 2 ozs. 


Pus 
Pus, 3 il 


Pus 
Pus) 1210z8: 
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OPERATION WAS PERFORMED. 





Duration of 














Result. treatment after REMARKS. 

operation. 

Cure 17 days after the | Child gained weight. Subnormal temperature for 29 days before he 
second explora- was discharged. Contracted side and droop of shoulder, left. Note 
ration. impaired at the base. 

Death Under treatment | The probable cause was an injury to the rib, due to a fall five weeks 
one month. before admission. Secondary pyemia. Hectic temperature 

throughout. 
Post-mortem.—Caries of the 7th rib and bead of humerus on the right 

A side, connected with abscesses which were opened during life. 
Foetid abscess in R. iliacus muscle. Consolidation of left lung and 
5 or 6 ounces of pus in the pleural cavity. 

Cure 22 days after the | Small amount of pus coughed up; about 54 ounces in seven days. No 
last pus was connection found between the superficial abscess and the pleura. 
coughed up. Subsequent contracture of the side. A case of empyema discharging 

through the lung. 

Cure 32 days after | An empyema discharging partially through the lung and partially 
coughing up 4 re-absorbed. Gradual recovery with much deformity. 
oz. of pus. 

BY ASPIRATION. 

Cure 42 days ..| The fluid re-collected and was then absorbed. Partial falling-in of 
the side. 

Cure 1z weeks after | The fluid re-collected after the aspiration, and was then slowly 

exploration. absorbed. Marked flattening of the chest resulted. 

Cure 20 days after the | No record as to condition of the chest when patient was discharged. 
last aspiration. 

Cure 22 days after the | Pneumonia on admission. Effusion small and localised in the axilla. 
last aspiration. No re-collection after the second aspiration. 

Cure 39 days .. «| No re-collection. Gradual clearing up. 

Cure 42 days after the | Positive pressure in the pleura before the first tapping. Much sub- 

second aspiration sequent contraction of the side. 

Cure 14 days ... ... | Temperature hectic before tapping; came down on tapping and 
remained down. No subsequent re-collection. 

| 

Cure 34 days after the} Hectic temperature from September 5 to 16, and again from October 

last aspiration. 7 to 16. The empyema pointed on October 12 near the angle of the 
scapula, and ruptured on October 16, The sinus closed on the 
12th day. 

Cure 28 days The temperature rose to 102° on the morning after the injection, 
but came down that night and did not go up again. Uniform 
progress. Still dulness when discharged. 

Cure 39 days ... Gradual clearing up, but still dull at the base when discharged. Good 
air entry. 

Cure 55 days Slow recovery. Discharged with a contracted side, and deficient air 
entry at the base. 

Cure 12 weeks... Partial re-collection and subsequent absorption. 


Perhaps some of the 
pus was expectorated. Considerable deformity. 


. 
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CASES TREATED BY 








Side : Nature and 

No. | Sex. | Age. affected: Cause assigned. Mode of Treatment. amount of fluid. 

AF F, 1 R. Broncho-pneumonia ...| Exploration ... see ee Pus 

Incision made in sixth Pus, 6 ozs. 
space, mid-axillary line, 
three weeks after ad- 
mission. 
Ro Me ve L. Gradual onset for | Exploration, Jan. 4 ine Nil 
three weeks. ; Feb. 1 . Pus 
| Incision in seventh space, | Pus, 3 ozs., sweet 
| posterior axillary line. 

19 F. 14 R. Whooping cough and |} Exploration, June 13 Pus 

bronchitis. Ill three | Incision, Aug. 5 
months. 

20 F, 1i3 L. Gradual onset for} Incision in sixth spacein| Pus, 10 oazs., 

three months. anterior axillary line. thick and sweet 

21 F, 23 R. Ill three weeks .| Aspiration, July 13 oe Pus, 8 ozs. 

Incision, July 18, sixth Pus, 6 ozs. 
space, mid-axillary line. 

22 1DE 2k R. Admitted with right | Incision 19 days after. Pus, 12 ozs. 

apical pneumonia Irrigation at the time of 
operation, and daily after 
it, with solution of bors- 
glyceride. 

23 M. 24 L. No definite history .|Opening and counter-| Pus, 14 pints, 
opening made, and a| thick and creamy 
tube passed through. 

24 iy 23 L. Gradual onset for a| Exploration, March 20 Pus 

month. Aspiration, 93 es Pus, 20 ozs. 
Incision posteriorly, April Pus, 18 ozs. 
3. 
25 Ie 3 L. ane Incision and irrigation Not much pus 
26 F, 3 R. Admitted on sixth day | Exploration, May 6 558 Pus 
of right apical pneu- | Aspiration, May 6... Pus, 14 02s. 
monia, April 26. Re > LG 306 Nil 
<6 aye ae Pus, 435 0zs. 
Incision, June6 ... Pus, 3 ozs. 

On M. 3¢ L. Gradual onset for a/| Exploration ook «| Pus, nearly 4 

month. Incision aes owe pint, thick 

28 F. 33 hy, Ailing two years. | Aspiration, Aug. 2... See Pus, 13 ozs. 

Bulging of chest | Incision, Aug. 9 Pus, 12 ozs. 
noticed for three 





months. 
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Result. 


Cure 


Death 


Cure 


Cure 


Cure 


Death 


Cure 


Cure 


Cure 


Cure 


Cure 


> =, 











Tube Wound 
removed. | healed. 
16th day | 18th day 
14th day | 17th day 
34th day | 37th day 

4 months 
24th day |12 weeks 
37th day 

In 24 388th day 
days or 

less. 


40 days 


12 days 


46 days 


22 days 





| 7 weeks 


| i6 days 





5 weeks 


| 
| 
| 
| 
| 
| 
| 
| 
| 
{ 


6 weeks 


7 weeks 


Duration of 
treatment after 
operation, 





..| The tube 


| 44 months 


| 13 weeks ... 


54 months | 54 months 








REMARKS. 





Uninterrupted recovery. 


Died of general bronchitis, with broncho- 
pneumonia of the left lung. The discharge 
remained sweet. No post-mortem made. 


No record as to the removal of the tube or the 
healing of the wound. 


Positive pressure at the time of the operation. 
The lung immediately re-expanded. The 
tube might have been removed earlier ; if was 
4 inches long at first. 


might have been removed much 
earlier. Discharge noted as serous and scanty 
on August 11. 


A week after the operation, between 1 and 2 
ounces of fcetid pus were discharged. The 
temperature did not fall after the operation, 
and remained hectic to the end. No post- 
mortem examination. 


Pointing at the time of admission. The wound 
might probably have been allowed to close 
much earlier. A month after the operation it 
was noted that there was very little discharge. 
Considerable contraction of the side. 


The fluid re-collected rapidly after the aspiration, 
and there was positive pressure at the time of 
the incision. Five days after, the discharge 
was scanty and serous. 


Temperature was markedly hectic after the 
operation, and eyen when discharged. 
Probable phthisis. 


Much albumen noted in the urine at the time of 
the pneumonia. 


It was noted on the fourth day after the 
operation that the discharge was very scanty. 


On August 9, the empyema pointed below the 
nipple, Ribs were too close for a drainage 
tube. Two days later a stiff rubber catheter 
was put in, and a few days after a silver 
tracheotomy tube was inserted, and the cavity 
irrigated ; the pus had become foetid. Tem- 
perature normal after October 7. 
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No. 


29 


30 


31 


32 


33 


34 


35 


36 


38 





Sex. 


M. 


M. 
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Age. 





(oe) 
role 


— 
bol 


na 
dik 








CASES TREATED BY INCISION 





Side ss : 
Miooteile Cause assigned. Mode of treatment. 
Be Ailing for 11 weeks ...| Exploration, April 22 
Aspiration, April 22 
Incision, June 18 ... ae 
Counter-opening, July 8 

R. Acute onset five weeks | Aspiration and incision on 
before admission, on | October 19, 

October 13. 

R. Acute empyema or] Exploration, Sept. 1 we. 
pneumonia, for which | Aspiration, 6 Scr 
he was admitted. 38 aa ee 

Incision, Sept. 13 ... 

L. Fall on head three | Exploration and incision 
weeks before. 

IGE Fall on head seven | Aspiration and irrigation 
weeks before. with Condy’s fluid, 

August 23. 

Aspiration and irrigation 
with carbolie lotion, 
Sept. 1. 

Incision, Sept. 13. 

Irrigation with carbolic 
lotion, Sept. 14. 

L. Whooping cough and | Aspiration, July 26 
bronchitis two as August 9 
months before. Incision, Sept. 30 ... 

R. Sequel of measles and | Incision 

j bronchitis two 
months ago. 

R. Indefinite onset. Ail- | Aspiration, April 26 5e8 
ing three weeks. 5 May 9... 

BR May 17 

Incision, May 25, and 
counter-openiny. 

We Measles two weeks) Aspiration, May 27 
before. 5 May 29 

Incision, June 4 .. 

Re-opened, June 16 

L. Pneumonia five weeks | Aspiration, April 17 





ago. 











Incision, May 18 











Nature and 


amount of fluid. 


Pus 
Pus 
Pus, 9 ozs. 


Pus, 8 0zs. 


Sero-pus 
Pus, 95 0728. 
Pus, 5 ozs. 
Pus, 4 ozs. 


Pus, 4 pint 
Pus, 7 ozs. 
Pus, 9 0zs. 


Pus, 10 ozs. 


Pus, 26 ozs. 
Pus, 9 ozs. 


Pus, (?) amount 


Pus, 18 o2zs., 
sweet 


Pus, 34 0zs. 
Pus, 17 ozs. 
Rather foetid 

pus, 6 ozs. 


Slight smell of 


pus 


Pus, 43 ozs. 
Pus, 10 ozs. 
Pus, 14 ozs. 
Pus, 3 ozs. 


Pus, 10 ozs. 
Pus, 8 ozs. 
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Result. 


Death 


Cure 


Cure 


Cure 


Death 


Death 


Death 


Cure 


Cure 


Cure 








Tube 
removed. 


Wound 
healed. 


Duration cf 
treatment after 
operation. 


REMARKS. 





7th day 


9 weeks 


4 weeks 


41st day 


7th day 


22nd day 


At least 
6 weeks 





} 


60 days 


A few 
days later 


22 days 
after the 
second 
operation. 











383 days ... one 


68 days ... 506 


10 weeks ... 


7 weeks 


32 days 


36 days 


5 days 


11 weeks ... 


7 weeks 


7 weeks ... wa 





eco eee 





The empyema pointed in the mid-axillary line 
before beiug opened. The first aspiration was 
before admission. Whooping cough developed 
the day after admission. Hectic temperature 
after May 6. 

Post-mortem.—General tuberculosis. A little 
pus in left pleural cavity. Partial collapse of 
lung. 


The tube had to be re-inserted on the forty-filfth 
day on account of a small local collection. 
Much broncho-pneumonia. Much contraction 
of the side. 


Tube kept in nine weeks, although it was 
frequently noted that there was no discharge. 
An attack of acute nephritis from October 2, 
onward. No albumen in the urine when 
patient was discharged. 


-| Temperature remained down for five days after 


the operation, and then went up suddenly. 
Cause of death, erysipelas. No post-mortem. 


The operation was performed under Listerian 
precautions. Two weeks later the discharge 
was offensive. Two weeks later the cavity 
was irrigated with carbolic lotion, 1 in 80. 
On the fourth day of the irrigation, immedi- 
ately after the injection of the first syringeful, 
the patient died of syncope. 

Post-mortem. — Left lung airless but not 
diseased, bound down by greatly thickened 
pleura. Cavity contained 2 ounces of thick 
pus. Bronchial glands caseous Foramen 
ovale open, 


Post-mortem.—Localised empyema. Broncho- 
pneumonia of right upper lobe and collapse of 
lower lobe. Purulent meningitis of brain 
and spinal cord. 


Tube re-introduced the day after it was re- 
moyed, and the cavity irrigated. Still slight 
discharge at the end of eight weeks. 


The tube was removed too soon, and there was 
a small re-accumulation. 


The empyema pointed at the site of the aspira- 
tion puncture before it was opened. 





198 





THE TREATMENT OF EMPYEMATA IN CHILDREN, 











No. | Sex. | Age 
39 M. : 
40 Lr 6 
4] M. 6 
42 M. 6 
43 M. 63 
44 F. vi 
45 M. 7 
46 F, (C3 
47 1p 8 
48 180 9 
49 NES) 1K) 
50 Ne 11 
51 1g set 

















Side 
affected. 


Cause assigned. 





L. 





Admitted on May 29 
for left apical pneu- 
monia. 


Ailing two weeks. 


** Inflammation of 
lungs ” two months 
ago. 

Gradual onset for 


eight weeks. 


Admitted with pneu- 
monia. 


Gradual onset for 


three months. 


Admitted with pneu- 
monia on August 4. 


Measles two months 
before. 


Admitted with pneu- 
monia on June 12. 


Admitted with pneu- 
monia on Aug. 5. 


Pleurisy (?) three 
weeks ago. 


Tl five weeks broncho- 
pneumonia. 


Pneumonia five weeks 
before. 


CASES TREATED BY INCISION 


Mode of treatment. 


Exploration, June 17 
Aspiration, June 19 
Incision, June 27 ... 


Exploration, May 28 
June 2 
Incision, June 2 


Incision, Oct. 21 


Counter-opening, Nov. 12 


Incision aes eee 


Incision 


Exploration, May 24 
Opening and 
opening on May 29. 
Exploration, Aug. 23 
Aspiration, Aug. 30 
Incision, Sept. 12 ... 


Incision, July 31 


Re-opened and counter- 


opening on Dec. 29. 


Aspiration, June 22 
Incision, June 27 ... 


Aspiration, Aug. 18 
46 Aug. 25 
Incision, Sept. 4. 


Aspiration, Jan. 17 

Exploration, Mar. 21 
= April 21 

Incision, April 21 ... 


Opening and  counter- 
opening. Tube passed 
through. 


Exploration, July 13 
. July 26 
Incision, July 26 . 


Nature and 


amount of fluid. 





Pus 
Pus, 4 ozs. 
Pus, 12 ozs. 


Nil 


...| Thick creamy pus 


counter- 


oe. 





Pus, 4 02. 


Pus, 26 ozs. 


Pus, 15 ozs. 


Pus, 6 ozs. 


Thick pus 
Several ozs. 


Pus 
Pus, 1 oz. 
Pus, 7 ozs. 


Pus, 38 ozs. 


Pus, 7 ozs. 
Pus, 10 ozs. 


Pus, 8 ozs. 
Pus, 13 ozs. 


Serum, 10 ozs. 
Nil 
Pus 
Pus, 12 ozs. 


Pus, 14 pints 


Serum 
Pus 
Pus, 8 ozs. 
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AND DRAINAGE— continued. 








Duration of 
Result. aces d te treatment after REMARKS. 
: : operation. 

Cure eee as 4 months ... ...| It was noted on July land again on October 3 
that there was very little discharge. 

Cure 32nd day | 44th day | 9 weeks ... ...| Operation done under Listerian precautions. 
Wound only dressed four times. Tube 
pushed out by granulations. 

Cure awe aes 6 weeks ... ...| The empyema pointed in the sixth space in the 
mid-axillary line. Subsequent contraction 
of chest. 

Cure 5ist day | 55th day | 58 days... ...| The empyema discharged partially through the 
lung on the night of admission. Irregular 
temperature for a month after operation. 

Cure 42nd day | 44th day | 50 days... ...| The empyema was localised at the apex, and 
the incision was made in the second inter- 
space. 

Cure 22nd Gay | 30th day | 38 days ... ...| The tube was removed from the upper opening 
on the sixth day. Good re-expansion of the 
lung. 

Cure nee one 24 days... ...| The temperature fell after the aspiration. The 
empyema was localised and pointed before 
being opened. 

_ Cure Tube in 38 days | 34 months ...| Pointing above left mamma on admission. 

imperfect| 37 days +| later Discharged cured to a convalescent home. 

44 days Returned in a month with a small re- 

50C ? ? 2 months accumulation. Eventually sent out with a 
sinus still left. 

Cure 15th day | 18th day | 3 weeks ... ...| Dressed every third day. Discharge quite thin, 
and almost ceased in two days. 

Cure 27th day | 29th day | 40 days... ...| September 7, discharge thin and scanty. 

September 18, discharge tenacious and purulent. 

Cure 32nd day 600 8 weeks ... ...| Side contracted before the operation. Sinus 
when discharged. Re-admitted and thoraco- 
plasty performed. Sinus then healed. 

| 
Cure 8rd day | 54th day |58 days ... ...| Positive pressure at the time of operation. The 
15th day tube had to be re-inserted on account of an 
accumulation of pus, and remained in another 
three weeks. The wound healed three days 
aiter the tube was finally removed. 
Death ars ons 10 days ... ...| Between three and five days after the operation 


she had three fits. On the fifth day pericar- 
ditis was diagnosed, and she was unconscious. 
Death from exhaustion. Temp.105° previously. 

Post-mortem.—A fairly extensive localised 
empyema shut off by adhesions on all sides. 
Lung airless, and traversed by numerous 
fibrous bands. Recent pericarditis, not puru- 
lent. Nephritis. 


SESS TSE ES I TS 
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CASES TREATED BY 


















































: Side : Nature and 
No. | Sex. | Age. atoored: Cause assigned. Mode of treatment. amount of fluid. 
52 Measles and broncho- | Admitted, July 10... ae sae 
pneumonia five | Exploration, July 21 Sop Pus 
weeks before. Resection, July 22... oe) EUS, 7 OZ. NOt 
quite sweet 
53 M. 1 R. Measles... a ...| Exploration... aoe ...| Greenish-brown 
fiuid contain- 
ing pus 
Resection ... aoe a Pus, 5 ozs. 
54 Ie IZ RE General bronchitis ...| Exploration, Aug. 20 a Pus 
Resection, Aug. 21 ...| Very little pus 
Irrigation with weak | Discharge had a 
iodine solution from sour smell 
Sept. 1. 
55 F. i R. Acute onset 12 days | Exploration, May 24 on Pus 
ago. Resection, May 26... nce Pus, 8 ozs. 
56 F, 15 L. Gradual onset for nine | Aspiration, Nov. 21 ..«|| Pus, 3 ii, thick 
weeks. and curdy 
Resection, Noy. 23... me Pus, 13 ozs 
57 F. 2 Re Admitted on May 25 | Exploration, Junel3_... Pus 
with pneumonia. Resection, June 14 Bo Pus, & OZS. 
Iodine baths, July 20 
58 M. 2 L. Gradual onset for two | Exploration... ce oat Pus 
months. Resection ... ake tes Pus, 4 ozs. 
59 iB 25 R. Broncho - pneumonia | Exploration, July 7 or Pus’ 
for six weeks. Resection, July 8 ... Bee Pus, 3 ozs. 
60 M. 2+ R. Sudden onset three | Aspiration, June 19 eae Pus, 5 ozs. 
weeks ago. Resection, June 19 | Pus, 10 ozs. 
61 M. 2a Rs Onset three weeks ago | Resection... ads ...| Old blood clot, 
and 16 ozs. of 
pus 
~ 62 Wile 255 L. Bronchitis five weeks | Exploration... ke oe Pus 
before admission. Resection ... vas as Pus, 14 ozs. 











BASED ON 


AN ANALYSIS 


ResSECTION AND DRAINAGE. 














Tube 
Result. removed. 
Cure 20th day 
Death | 
| 
| 
Death 
| 
| 
| 
Death 
Death | 
Death ey 
Cure 89th day | 
Cure 18th day 
Cure 
Cure 
Cure 15th day 


Wound 
healed. 


29th day 


32nd day 


25th day 


16th day 


25th day 


Duration of 
treatment after 
operation. 


9 weeks 


3rd day 


3lstday ... ese 


Hensdaye “icc sas 


2nd day... 066 


39th day ... 


OT days se doo 


54 days 


SUGENE) aos 


44 days 


20 GAYS ss Bas 
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REMARKS. 





The discharge was serous on the sixth day after 
the operation. Much trouble from diarrhea. 


Child had perforating ulcer ef left eye; ulcera- 
tion of right cornea: ulcer on scalp, and sore 
on right index finger. 

Post-mortem.—Both lungs covered with thick 
lymph, and adherent throughout, except for 
the cavity on the right side. Purulent 
mediastinitis. 


Temperature came down after the irrigation, 
but went up again on September 17. Squint 
developed. Died on September 20. Irrigation 
induced cough and vomiting. 

Post-mortem.—Much creamy pus in the cavity. 
Lung airless, and coated with thick lymph. 
A small hole in the lung opposite the incision, 
opening into a smooth-walled cavity, 1 by 
z inch. Right lung normal. 


Temperature rose steadily on the third day. 

Post-mortem.—Gdema of left lung and upper 
lobe of right lung. Consolidation of right, 
middle, and lower lobes, with numerous 
anemic homogeneous patches, probably 
necrotic. Fair-sized cavity lined with lymph, 
and containing a little sero-pus. 


No rise of temperature. 

Post-mortem.—Acute pericarditis. Slight lobu 
lar pneumonia of right lung and left upper 
lobe. A little soft lymph in the pleural cavity. 


The temperature remained somewhat hectic 
after the operation ; came down to normal for 
17 days before death, but rose the day before. 
Diarrhea on the last day. 

Post-mortem. — Right lung adherent, much 
collapsed and carnified. No pus in the 
cavity. Bronchitis of left lung, and partial 
collapse of the base. 


Not much discharge on the fourth day after 
operation; subsequently it varied much in 
character and amount. The tube was ex- 
changed for pewter wire at times. 


The tube was 14 inches long on the thirteenth 
day after operation. No further record. 


Probably pneumonia of left lower lobe on 
admission. 
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CASES TREATED BY RESECTION 


Nature and 
amount of fluid. 








Side ; | ene 
No. | Sex. | Age. eABcied. Cause assigned. | Mode of treatment. 
| 
63 M. 3 R. _ Measles. Pain in side | Exploration... 
three weeks before. | Resection. 
Irrigation with carbolic 
| lotion. 
64 By 33 L. | Pneumonia... .| Resection ... ane 
65 F. 4 R. Acute onset five weeks | Aspiration, Aug. 22 
| before. Resection, Aug. 26 
66 M. 4 Re Measles’... “oe .-.| Resection .,.. aoe =x 
67 F, 4 iG, Ill five weeks ... .| Exploration... ies aS 
Resection. 
| 
68 it £ Ls. Ill three weeks ...| ASpiration, June 29 
Resection, June 30 
69 ine 4 L. | Sudden onset ... ..| Exploration, June 10 
Resection, June 11 
70 M. 4 1, | Admitted with pneu- | Exploration, March 7 
: monia, Resection, March 10 BS 
Irrigation with weak 
iodine solution. 
71 in. 4s R. Acute onset three | Resection, Aug. 12... 
| weeks ago. 
72 M. 5 R. Cough three months, | Resection eee 
wasting two months. 
HB} M: 5 ip | neumonia seven | Aspiration, Sept. 3... 
weeks before admis- | Resection, Sept. 15 
sion. 
74 F. 5 ioe Enteric fever five | Aspiration, Oct. 2... 
months ago. Resection, Oct. 3 ... 
15 F, 6 R. Ailing for three weeks |} Aspiration, Nov. 26 aye 
| 39 Noy. 29 
| Resection, Dec. 9 ... Ses 
Irrigation with  iodin 
solution. 
76 F, 6 R. | Whooping cough and} Exploration Sie 
broncho-pneumonia. | Resection. 
ne EF, 7 ibe _ Acute onset ten days | Exploration, May 20 
| ago. Aspiration, May 21 
Resection, May 28... 
78 M. 8 L. ‘Sudden pain in the} Exploration, June 11 














side six weeks ago. 





Resection, June 13 


..| Much thick and 


curdy pus 


Pus, 5 ozs. 
Pus, 14 ozs. 
Pus, 12 ozs. 
Pus, 2 ozs. 
Pus, 14 ozs. 


thick 


Pus, 5 ozs. 
Pus, 16 ozs. 


Pus 
Pus, 9 ozs. 


Pus 
Pus, 9 ozs. 


Pus, 7 ozs. 


Pus, 1} pints 
Pus, 15 pints 


Pus, 144 ozs. 
Pus, 6 ozs. 


Pus, 20 ozs. 
Pus, 13 ozs. 
Pus, 2 pints 


Pus, 7 ozs. 


Sero-pus 
Nil 
Thin pus, 3 ozs. 


Pus 
Pus, 24 ozs. 
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AND DRAINAGE—continued. 





Tube Wound 
Result. removed. | healed. 
Cure see 22nd day 
Cure 26th day 
Cure 3lst day 
Cure 22nd day | 26th day 
Cure More than 
36 days 

Cure More than 

28 days 
Cure | 34th day | 39th day 
Cure 7th day | 50th day 
Cure ono 
Cure 30th day | 32nd day 
Cure Almost 

healed on 

23rd day. 
Cure 16th day | 18th day 
Cure | 15th day | 18th day 
Cure In two 

months. 

Cure 17th day | More than 

23 days. 
Cure 8 weeks ws 








Duration of 
treatment after 
operation. 





REMARKS. 





26 days 


47 days 


31 days 
43 days 


48 days 


48 days 


51 days 


60 days ... 


32 days 


32 days 


383i days ... 


40 days. 


12 weeks ... 


24 days 


9 weeks 











As much as 2 inches of rib resected. 


Complicated by measles beginning four days 
before the tube was left out. 


The fluid accumulated very quickly after aspira- 
tion. 


Operation followed by immediate re-expansion 
of the lung. 


Discharge scanty and serous on the ninth day, 
and almost absent on the 28th day. Lung 
expanded well. 


The tube was removed on the 22nd day, but had 
to be replaced. Temperature came down the 
day atter operation, and remained down. 


Temperature was hectic for a week, a fortnight 
before the patient was discharged. 


August 22, serous discharge. September 19, 
very little discharge. Discharged with a 
sinus remaining. 


.| Very much thickened pleura. Not much dis- 


charge on the ninth day after operation. 


Pointing between fifth and seventh spaces, just 
outside nipple line. Spleen pushed down. 


Very little discharge on the eighth day after 
operation. On the twenty-first day the 
wound was enlarged on account of the ribs 
falling together. 


of | Wound not quite healed when the patient was 


discharged. 


A little purulent discharge four days before 
patient left the hospital. Spleen pushed 
down before the operation. Lung expanded 
well. Contracted chest. 
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CASES TREATED BY RESECTION 





























: ers Side : Nature and 
No. | Sex. | Age. Aéfacted. Cause assigned. Mode of treatment. ancuntor aa 
79 M. 8 L. Acute onset with pain | Aspiration, May 17 ...| Sero-pus, 24 pints 
in the side sixteen | Resection, May 22... ...| Sero-pus, 12 ozs. 
days ago. 
80 M. 8 R. Pneumonia ... ...| Aspiration, July 29 sak Pus, 53 028. 
Resection, Aug. 7 ... a Pus, 16 ozs. 
Irrigation with solution of 
jodine. 
81 F. 8 L. Bronchitis fourmonths| Resection ... xs | Pus; Poze 
ago. | 
82 Re 9 di Acute onset five weeks | Resection ... ioe ..., Oue pint of thick 
ago. | greenish pus. 
83 M. 10 R. Cough five weeks... Resection, Feb. 20... ~ | Bus; 6iozs: 
84 M. 14 1Gp Ill2 months. Aspira- Resection and irrigation | 8 ozs. of very foul 
tion. | with boracic acid and| thick greenish 
sublimate lotions. pus. 
CASES OF 
85 M. 3h Broncho-pneumonia ...| Exploration, R. side one Nil 
Incision, L. side... ...| Sero-pus, 10 ozs. 
Right side— 
86 F. 6 nee Gradual onset for| Aspiration, Aug. 2 one Pus, 5 ozs. 
three weeks. 3 5 LE as Pus, 5 ozs. 
Incision, Sept. 2 ... an Pus, 53 0zs. 
Left side— 
Exploration, Aug. 23... Pus 
Aspiration, Nov. 8 wee] PAIS) 225028: 








Of these 86 cases, no less than 84 were cases of unilateral 
effusion. The patients have been under the care of seven 
different physicians, and the surgical treatment was carried out 
by a much larger number of surgeons, consequently there is a 
considerable variation, both as regards the treatment adopted, 
and detail in the mode of operation. 
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AND DRAINAGE—continued. 





Duration of 
Tube ‘Wound . 
mommovcdal honlea treatment after REMARKS. 


operation. 


Result. 





Cure 36th day | Morethan| 7 weeks ... ...| Noted that there was not much discharge on 
4] days the twelfth day after operation. 


Cure Hos ae 6 weeks... ...| August 7-14 normal temperature. August 26 
| wound open still. September 1-5 hectic 
temperature. September 19 discharged. 





Cure 21st day wae ea Gays es. .... Pewter wire put in when the tube was removed. 





Cure 2lst day | 29th day | 37 days... ...| Markedly hectic temperature before the 
operation ; subnormal subsequently. 


Death met aes 16th day ... ..; January 31. Partial discharge through lung. 
Secondary pneumothorax. Died with severe 
abdominal pain. 

Post-mortem.—A large cavity drained by the 
operation, and two smaller ones shut off by 

| adhesions. A bronchus of considerable size 

| opened directly into the large cavity. 

Tubercles in the collapsed right lung. Two 

small abscesses (? pyeemic) in upper lobe of 

left lung. Purulent peritonitis, about 8 ozs. 
of turbid fluid. 





Cure 6Uth day | mee 80 days... .... A month before admission he was aspirated 
| twice at another hospital and no fluid found. 
Sinus still present when discharged, and six 
months later. 











DousBLeE EMPYEMA. 


Death 5% ae 4thday .., ...| Post-mortem. — Extensive broncho-pneumonia 
of both lungs. Small localised empyema on 
the right side, containing thick purulent 
lymph. 


Cure oat 45th day ee Serous discharge from the right side on the 
fourth day after operation. An attack of 
acute nephritis began on September 17. 
Patient discharged November 25. 








Age.—Four cases were exactly a year old, none were under that 
age. 57 were under 6 years of age, 2/ between 6 and 12; a 
proportion of incidence more than two to one in favour of the 
earlier half of the period of age under observation. Nearly a half, 
38 out of 84, were between 2 and 5 years old. The average age 
of the whole series is about 45. 
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Sex.—There is no marked preponderance of either sex. The 
boys numbered 44, and the girls 40. 

Side affected.—41 were on the right, and 43 on the left side. 

Pointing.—Nine pointed before operation ; of these, eight were 
operated on and one ruptured. 

Mortality.— Fourteen out of 84 died; that is 16°6 per cent. 

Some of the statistics given by other observers are drawn from 
cases in children under 10 years of age. In the present series, six 
cases were between 10 and 12, and of these two died. In order 
to make the series parallel with the others, these must be 
neglected, and the reduced series then gives a mortality of 12 
out of 78, or 15-4 per cent. Half of the children under 2 died. 


TABLE A. 
Analysis of the above 84 cases of Unilateral Hmpyema. 























Age. Recovered. Died. Total. Meaty 
per cent. 
1 2 2 4 59 
1—2 a 4 8 50 
2—3 10 2 12 16°6 
3—4 of 1 8 12°5 
4—d 15 3 18 16 °6 
5—6 7 0 fi 0 
Os 8 0 8 0 
(>=8 5 0 5 0 
8-9 6 0 6 0 
9—10 | 2 0 2 0 
10—11 | 1 1 | 2 50 
J1—12 3 i | | 4 25 
sibs dias 70 1484 16°6 
\ | 











The cases may be subdivided into four groups, according to 
the surgical treatment adopted. 
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Tasue B. 


Pica. Average | Mortality 


Group. | Treatment. | Cases. | Recovered. 
age. per cent. 





EOIN Olas eoae dace 4 4°6 25 

II | Aspiration.. 12 4°75 O 

ETE .| Incision... .. 35 4.°6 20 
IV_ | Resection .. oo 45 18 °2 

















Analysis of Growp I—In only four out of the whole series was 
no surgical treatment adopted with a view to evacuation of the 
pus. One of these (No. 2) died of pyzmia, secondary to necrosis 
of a rib on the right side, an empyema being found on the left 
side, post-mortem.- Recovery in the other three cases was slow, 
but by no means abnormally so, as compared with some of the 
cases treated by incision or resection. In Case 1 the effusion was 
re-absorbed; in Case 3 it was discharged through the lung, and 
in Case 4 it was partially re-absorbed and partially discharged 
through the lung. In these three, much subsequent contraction 
of the side was recorded in the notes. 

Analysis of Growp II—Cases treated by aspiration only.— 
Aspiration was performed 18 times in the 12 cases. In one, pus 
was removed on three occasions. All, except two, consisted of 
small localised effusions. 

In seven, the fluid re-collected after the first aspiration; four of 
these were treated by further aspiration, two were cured by 
absorption of the effused products, and one by partial absorption 
and partial discharge through the lung. One case was aspirated 
three times, and eventually rnptured externally, the patient 
making a good recovery. One case was aspirated and the 
cavity then irrigated with warm water, after which half an 
ounce of tincture of iodine was injected into the cavity, and 
allowed to remain there; the patient appears, from the notes, to 
have done well. 

Four of the patients were admitted with lobar pneumonia, and 
three had a history of a probable pneumonia as the primary cause 
of the illness. In no case is there any record of complete and 
perfect recovery, although such may have been the result and 
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not have been noted. Considerable deformity was noted in five 
of the patients. 


TABLE C. 
Anilysis of the Cases treated by Aspiration. 





Average duration | 
Average} g.. Side. | Mortality. of treatment Remarks. 


after the last 
aspiration. 


age. 














R. 4 Recovery could 
M2 { L. 5 not be regarded 
4t Nil 6 weeks as perfect in 
F. 3 { R. 2 most cases. 
Lt 











Of the whole series, no less than 40 were treated by aspiration ; 
an analysis of these cases as compared with the analysis of 
121 cases collected by Emmet Holt (7) is given in the following 
table. It will be at once noticed that the only difference is in 
the mortahty. The proportion of those requiring further operative 
treatment is practically the same. 


Tasue D. 









Required further 


Nuinber : 
Recovered. | Died. : 
operation. 


of cases. 













Emmet Holt’s series. . 121 







92 (= 76 per cent.) 





Present Series 40 12 Ya 28 (= 70 per cent.) 








Analysis of Growp III.—Cases treated by incision and drainage. 
—Of these 35 cases, 18 were treated by preliminary aspiration ; 
some of these more than once. In four cases, irrigation was 
employed as an adjunct to the treatment by drainage. Seven of 
the cases pointed before admission. One patient was discharged 
with a sinus still unclosed, but was subsequently admitted, and 
cured by thoracoplasty. One patient was discharged cured; but 
was again admitted some time later for a small re-collection; an 
opening and counter-opening were then made, and eventually she 
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was discharged with a sinus left (Case 46). Table EH shows the 
distribution of the cases, and the mortality at different ages. It 
is especially noticeable that of four cases under 2, only one died, 
and of eight cases under 3, only two died. 


TABLE H. 
Analysis of the Cases treated by Incision. 








Age, Recovered. Died. Total. mortality 

per cent. 
1 1 1 2 50 
1—2 2 0 2 0 
2—3 3 Ll 4 25 

3—4 5 1 6 16°6 

4.—5 4, 3 7 43 
5—6 2 0 2 0 
a7 4A 0 4 0) 
7—8 3 0 3 0 
8—9 1 0 A; O 
9—10 a 0 1 O 
10—11 Ss O 1 0 
11—12 i t 2 50 








bo 
00 
sy 
oo 
OV 
bo 
=> 





The next table shows, to a certain extent, the length of time 
during which the tube was kept in, and how soon the sinus closed. 
Unfortunately, in many cases, one or other of these factors is not 
noted. The duration of the patient’s stay in the hospital, after 
the operation, is also given. 











Taple F’. 
Rue Ae Stay in hospital 
tins se Sex. Side. Mortality. Dee ance Sinus closed. subsequent 
aor ; to operation. 
(R. 6 Average of 19 
M. 15 7 ro Average of 20] cases, nearly 
: ae cases, 30 dass. 7 weeks, 
4—6 ee 20 per cent. eat iniie= Nearly 9 weeks. 
F. 20 { 12 1-9 weeks. 17 days- 
es ? 54 months. 
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Analysis of Group IV.—Cases treated by resection and drainage. 
—Of these 33 cases, 10 were treated by aspiration before further 
treatment was adopted. In six cases irrigation was employed as 
an adjunct to the operative treatment by resection. In only one 
did the abscess point before admission. Four patients were dis- 
charged with a sinus still unclosed. 

Table G shows the age, distribution, and mortality of the cases. 
The most important facts to note are that out of five patients 
under 2 years of age, no less than four died, and of 11 patients 
under 3, five died. 


Table G. 
Analysis of the Cases treated by Resection. 

















Age. Recovered. Died. Potal. Mortality 
per cent. 
: . 1 2 50 
Pe : 3 3 100 
a ? 1 6 16 °6 
38—4 2 0 2 0 
5—6 3 6) 3 0 
6—7 2 0 2 0 
7—8 1 0 | 0 
9—10 1 0 1 0 
10—11 (6) 1 1 100 
11—12 ., rt) 1 0 
27 6 33 18-2 











The next table shows the same details as Table F, with which it 
will be compared, and the same remarks apply to it. 


TABLE H. 

































| 
| 


Se sana Stay in hospital 
Aver eee Sex. Side. Mortality. pine oe Sinus closed. subsequent 
ae: : to operation. 
1ee) Average of 18 
M. 16 ir if : cases, 31 days. evoreee SO Average of 26 
4-5 18°2 ideas cases, 29 days. arn 
——f . : imits— g ’ 
F.17 Fen 8 HOP COME 1 week-— a aeAeles nearly 7 weeks. 
: BE) 3 months. : : 
| 
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It is evident that this table is not of very great value as regards. 
the duration of the sinus, compared to the length of time that the 
tube remained in. 

On comparing Tables F and H remarkably little difference will 
be noticed. The average age of the patients is practically the 
same. The mortality among the patients treated by incision is 
very slightly greater than the mortality among those treated by 
resection. The tube was kept in on an average almost the same 
length of time. The wound healed more slowly and the subsequent 
stay in the hospital was greater among those treated by incision, 
but the statistics are not sufficiently complete to warrant the 
deduction of any conclusion from them. It is also important to 
bear in mind that probably many of the cases treated by simple 
incision were more severe, in that they were of longer duration, 
for no less than seven out of the 35 pointed before admission ; 
whereas only one of those treated by resection had pointed. In 
six of the cases treated by incision a counter-opening was also 
made: in three of these the counter-opening was made at the 
time of the first incision (Cases 23, 44, 50) ; in two it was made a 
month later on account of insufficient drainage (Cases 29 and 41), 
and one of these died; in the other (Case 46) at a subsequent 
operation for letting out a small re-collection of pus. In Case 44 
the sinus closed in 38 days, in none in a less period. The next 
table shows the percentage mortality of all cases under certain 
ages, treated by incision and resection. It shows in a most 
striking way that the mortality among the patients treated by 
resection gradually rises with the diminution in the age of the 
patient; on the other hand the percentage mortality among those 
treated by simple incision remains very much the same, whatever 
the limit of age taken. I have limited the comparison to cases 
under six years of age for two reasons. Firstly, we have an equal 
number of cases treated by the two methods under this age. 
Secondly, two-thirds of the cases in these series compared are 
under this age. 


J4—2 
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TABLE K, 


Comparative Mortality—Incision versus Resection. 














| Treated by Incision. | Treated by Resection. 
Age. | : 
| Number of Mortality Number of Mortality 
cases. per cent. cases. per cent. 
| 
Under 6 | 23 26 23 Ah May 
neeey L4 21 28 +5 20 25 
i 14 21°4 13 38°4 
eo | 8 25 11 45° 4 
any | 4 25 5 80 








Out of the whole 84 cases of the present series, 14 died. Of 
these, five were boys and nine were girls. In six the effusion was 
on the right side, and in the other eight it was on the left. 
Table L shows the date after the operation on which the 
patient died and the cause of death. <A post-mortem examination 
was not made in every case. 

On examining this table the most striking fact is that, among 
the cases treated by resection, five out of the six deaths occurred 
in children of. 2 years of age or under; whereas only one of the 
deaths, among the seven treated by incision, was under that age. 
The earliest day on which a child died after incision was the fifth, 
and the cause of death was purulent meningitis. Hxcept perhaps 
in one case, of those treated by incision, a girl who died from 
exhaustion on the sixteenth day and had a hectic temperature to 
the end, there is not a single death which could be ascribed to 
insufficient drainage. Unfortunately no post-mortem examination 
was made, so even in this case it is mere supposition to say that 
there may have been retained pus; it was, moreover, noted that 
the discharge remained sweet. Probably the cause of death was 
tuberculosis. Three patients, treated by resection, died on the 
second, third, and fourth days, respectively. In one of them the 
cause of death was cedemea of the lungs and partial consolidation, 
and I cannot help thinking that the shock of the operation con- 
duced to the fatal result. One patient, a boy of 10, died of 
pyemia and peritonitis; this was the only case out of those on 
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which a post-mortem examination was made in which loculated 
empyema was found. 

From this table it is, [ think, evident that in considering the 
relative advantages of incision versus resection we are justified in 
laying very little stress upon the percentage mortality ; so many 
of the patients die from causes apparently unconnected with the 
operation ; especially in the cases treated by incision. 


























TABLE I. 
Treatment Sex- | Age. | Side ee NO: Cause of death Remarks 
7 ; * | operation. s : 
No operation...) M. 12 10% Pyemia .| The effusion was of quite 
secondary importance. 
Gi: 12 L. 12th day | General bronchitis} No post-mortem. 
F 23 16th day | Exhaustion ...| Frequent irrigation. Tem- 
perature hectic to end. 
F 33 L. 33rd day | General tubercu- | Recent tubercles in lung, 
losis. liver, and meninges of 
brain. 
| 135 uy L. 32nd day | Erysipelas start-| Frequent irrigation with 
ing from the] carbolic lotion. No post- 
Incision 4 wound. morten. 
| 
Hel UNE 4 1 by, 36th day |Syncope during | Irrigation for three pre- 
| irrigation. ceding days produced no 
| alarming symptom. 
ug + R. 5th day Purulent menin-| Also broncho-pneumonia 
gitisofbrainand | and collapse. 
spinal cord. 
ell IB Il L. 10th day | Pericarditis ...) Also nephittis. 
(G 1 R. ord day Double pleurisy ...| Ulceration of eyes, scalp, 
and finger. 
1} R. 3lst day | Exhaustion ...| No sufficient cause found. 
| 1; Re 4th day CGidema of lungs 
and partial con- 
Resection ...< solidation. 
| 1% 2nd day Pericarditis ...| Sight iobular pneumonia. 
2 39th day | Bronchitis ...| R. lung carnified. L. lung 
partially collapsed. 
Mle MLE: 10 Re 16th day | Peritonitis,pyzemia| Imperfect evacuation of a 


loculated empyema open- 
ing into a bronchus. 
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STATISTICAL TABLES OF OTHER AUTHORS. 




















Reference. Age. | Cured. | Died. | Total, Remarks. 
| a 
‘Medical Chronicle,’} O—1 0 0 0 The two deaths occurred from advanced 
vol. ix 1—2 2 0 2 phthisis. 
(T.Wardrop Griffith).| 2—3 2 0 2 Average duration of treatment after 
3—A4 7 0 7 operation = 64 weeks. 
4—5 1 (0) ] Sex—Cured: M. 17; F. 9. 
5—6 5 1 6 Died we . Lene) 
6—7 4 1 5 Mortality—2 out of 28 = 7°14. 
i—8 1 0 1 Records also two other fatal cases ; one 
8—9 2 0 2 died two days after admission betore 
9—10 1 0 1 operation, and one was a double 
10—11 1 0 1 empyema. 
11—12 0 0 0 
26 2 28 











Griffith’s valuable paper is based on 50 successive cases of 
empyema at all ages, treated at the Leeds General Infirmary. The 
surgical treatment was, in every case but one, carried out by 
himself or under his immediate supervision. ‘The cases were 
treated by simple incision and drainage and, as far as | can make 
out from his abstracts, there does not seem to have been the least 
need of resection, on account of insufficient drainage, in any 
patient under 12 years old operated on, except one. 

















Reference. | Age. | Cured. | Died. | Total. Kemarks. 
‘ Lancet,’ 1894, 0—1 3 1 4 The cases occurred in general practice. 
li, 738 1—2 2 0 2 The child under 1 year old was 
(Albert E. Morrison). | 2—3 4 1 5 rachitic, and died a week after opera- 
3—4 4 0 4 tion of a fit. 
4—5 8 0 8 The other child died on the third day, 
5—6 2 0 2 of bronchitis. 
6—7 5 0 5 Average duration of treatment after 
7—8 0 0 0 operation = 32 days. 
8—9 2 0 2 In most cases no subsequent deformity, 
9—10 2 0 2 except the scar, remained. 
es Mortality—6 per cent. 
32 2 34 
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Reference. Age. | Cured. | Relieved. | Died. | Total. Remarks. 
‘Lancet,’ 1894, 0—1 1 0 2 3 | Relieved = usually a sinus when 
i, 1128 1—2 7 1 a 15 discharged, which healed 
(J. P. Wightman). | 2—3 8 1 S 18 rapidly after. 
3—4 13 2 3 18 | Average duration of cases known 
4—5 12 3 3 18 as cured = 8°8 weeks. Seven 
5—6 1] 3 3 17 out of the 124 were cases of 
6—7 10 3 2 15 double effusion, and of these 
7—8 3 1 0 4 six died. 

8—9 5 0 0 5 | Therefore the mortality of uni- 
| 9—10 1 1 0 2 lateral effusion was 23 out of 

10—11 aa 1 0 5 117 = 19°6 per cent. 
11—12 2 2 0 4 | Four cases might be discarded 
on various grounds: thus 
. ea ae “| reducing the mortality to 16°8 

Ul 18 29 124 per cent.; 19 out of 113. 














The cases occurred in the Infirmary for Children, Liverpool, 
during a period of six years. 
The causes of death in the 19 fatal cases were :-— 
1. Pericarditis in ten; in eight of these it was purulent, and in 
four it was associated with peritonitis. 
2. Broncho-pneumonia in five. 
3. Rupture into the lung in two; many sinuses in its substance. — 
4, Cellulitis of the chest wall in two; in one associated with 
septiczemia. 
Thus in no less than 12 out of the 19 the cause may have been 
a primary septic condition or a secondary septic infection. 
The next table shows the results obtained from treatment by 
simple incision and drainage, placed side by side. Hach series is 
reduced, where necessary, to cases under 10 years of age. 











Taste M. 
Results of 197 cases treated by Incision and Drainage. 

; 
Number of Reference. Recovered. | Died. | Total. Mortality 
series. per cent. 

i | A. E. Morrison as 32 ! 2 34 6°0 

Ii Wardrop Griffith .. 25 | 2 27 7° 

+iF J. P. Wightman (a) 85 ie, ae. 104 18 °3 

IV | Present series DG yin Hawt 50 32 18°7 

| 
Total oe se 168 | 29 197 TAF 








Nore (a).—Wightman’s cases of double effusion are mixed up 
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with those of unilateral effusion, and, as their age is not stated, 
this table may not be absolutely accurate. 

It is curious that the mortality among the cases treated by . 
many physicians and surgeons (Series III and IV) is practically 
the same. On the other hand the mortality among each series of 
cases under one surgeon’s treatment (Series I and II) is also 
practically the same, but strikingly less than in Series III and IV. 

I have only been able to avail myself of one series of cases 
treated by resection and drainage (2). This is illustrated in the 
following table :— 


TaBLe N. 
Dr. Batten’s Serves. 





Age. Recovered. Died. Total. Mor Gee Per 








Under 1 
1—2 | 
2—3 1 
3—4, 
4—5 
5—6 
6—7 
7—8 
8—9 
9—10 


=! 


He Oby oon DD Ore 


0 
40 
18 
50 

O 

0) 

O 

0 

0 

0 


HON MON OOH 
SOCOCOCOMWNS 
Seoeqoeooses 





i 
=) 
(o) 
wh 
Go 


16 °6 





Unfortunately in this table are included eight cases of double 
effusion, of which three died. Resection was only performed in 
45 of the cases; the other three ought, therefore, to have been 
excluded. Further resection was required in five. ‘T'wo cases 
pointed before admission. The eighth rib was the one most 
commonly chosen for the operation. One of the deaths was due 
to diphtheria when the empyema had almost healed, and another 
was a case of pyo-pericarditis, in which the effusion was found 
post-mortem. Excluding all the cases of double effusion, the case 
which died of diphtheria, and the one with pyo-pericarditis, the 
reduced series gives a total of 35 cases, of which three died, a 
mortality of only 8 per cent. The causes of death in these three 
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fatal cases were (i) peritonitis, death ten hours after admission ; 
(ii) died the day after admission, large vegetations being found on 
the tricuspid valve; (i111) pyemia, no post-mortem. 


Comparison of Batten’s Series with the Serves under observation, 


treated by Resection and Drainage. 


Tepe PF 


Results ef 69 cases treated by Resection and Drainage. 











— Recovered. Died. Total. Mortality 

per cent. 
er Pavbathen os «sich eee BGS 3 38 8°00 
Present: Series «i... «+: 26 5 31 16°1 
| RON 3 DPR CO et eee 61 8 69 11°6 








On referring to the previous tables it is seen that the mortality 
of Batten’s collected cases is rather greater than Morrison’s and 
Wardrop Griffith’s. On the other hand, it is considerably less than 
Wightman’s, whose cases were also collected from a children’s 
hospital. Only three of Batten’s cases under 2 years old were 
cases of single effusion, and they recovered. 


GENERAL CONSIDERATIONS. 


Granted that pus has been diagnosed in the pleural cavity, and 
the diagnosis verified by exploration, the case may be left to 
nature, or the fluid must be removed. 

An unoperated on empyema has three courses open to it : 

1. It may be re-absorbed. In such an event, the fluid parts are 
first absorbed, the solid parts undergo fatty degeneration or 
necrosis, and are then also absorbed, or a caseous mass may be 
left behind, and be a dangerous focus for future mischief. 

2. It may rupture externally, through the chest wall, leaving a 
chronic sinus which heals with difficulty. 

3. It may rupture internally, through the lung or into a 
bronchus. In very rare cases the rupture may be into the 
cesophagus. 
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All these courses are slow and dangerous. ‘The first is the 
most favourable result, and occurs, most commonly, in cases 
secondary to pneumonia. Such a re-absorption occurred in 
Case 1; also in three cases treated by aspiration, for in these it 
was noted that the fluid re-accumulated after aspiration. In 
eight other cases, rupture was averted by timely operation. 

One of the cases untreated by surgical interference (Case 3) 
discharged through the lung; another (Case 4) discharged par- 
tially through the lung, and was partially re-absorbed. A few 
of the cases, surgically treated, discharged partially through the 
lung; in one of these a direct opening into a good-sized bronchus 
was found post-mortem. 

It is in cases left to nature only that we most commonly see the 
characteristic sequele of the complaint; such as a chronic sinus, 
deformed chest, shrunken side, approximated ribs, depressed 
shoulder, curvature of the spine, diminished movement of the 
chest, displaced heart, fibroid changes in the Inngs, tuberculosis, 
and lardaceous disease. ‘The usual condition of the lung is one 
of great diminution in size; it is solid, carnified, retracted into 
the angle formed by the ribs and vertebral column, and covered 
by a dense layer of thickened pleura, from whose inner surface 
dense strands of fibrous tissue penetrate into the substance of the 
lung. Similar results occasionally ensue in cases treated on 
approved methods, but of long continuance before reaching the 
surgeon’s hands. This is not, however, a necessary sequence, for 
we frequently see complete re-expansion of the lung, even in cases 
of long-standing effusion, after evacuation. 

The mortality of untreated cases is usually large. According 
to the statistics of Rillet and Barthez, 21 died out of 33 cases 
which were not treated surgically. That cases left to nature do 
undergo absorption, and ultimately are perfectly cured, is un- 
doubtedly true. Russell (8) records two cases of children who 
had pneumonia, and subsequent effusion of pus, the diagnosis 
being proved by exploration; in both the effusion cleared up in 
a few days. 

It is clear, therefore, that in spite of the doctrine of Solis- 
Cohen, that ‘“‘the absorption of pus is in practice a myth,” some 
small purulent effusions are re-absorbed, and the patient makes an 
excellent recovery. 

It is still more clear that such a result is very uncertain, and 
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that the risks incurred by a policy of non-intervention, both as 
regards life or subsequent deformity, far outweigh the risks of 
surgical interference. 

I most emphatically maintain that in every case of empyema 
in children, the only sound treatment is to evacuate the pus. 
In addition to this evacuation, we must aim at preventing 
re-accumulation, at procuring complete re-expansion of the lung, 
and at leaving behind no deformity of the chest wall or spine. 
To a certain extent our method of evacuation may depend upon 
the nature of the fluid effused. Absorption has been shown to 
be a possibility in cases due to pneumococcus; if, therefore, a 
large part of the effusion be removed by aspiration, the remainder 
may be absorbed. It is a very simple plan to remove a few drops 
of the fluid by means of a sterilised syringe, and to examine it 
both microscopically and bacteriologically. If streptococci are 
found, it is exceedingly improbable that the case will result in 
cure by absorption; on the other hand, if only pneumococci be 
found, such a result is a possibility. 

Advantages of Aspiration.—It is useful in cases of urgency, and 
in cases of double effusion, as a temporary expedient for removal 
of the pus from one side of the chest. If the effusion is very 
large, it is sometimes an advantage to remove some of it before 
performing the major operation; by such a measure, the size of 
the cavity is diminished, and the lung is enabled to re-expand. 
It is the only available means for removing the pus when, owing 
to the ignorance or stupidity of the parents, it is impossible to 
gain consent te more radical treatment. No open wound is 
made. 

Disadvantages of Asprration.—A thin purulent fluid will pass 
through the cannula readily, but a thick one, or one containing 
flakes of lymph, soon blocks it up, and prevents any further flow. 
It is impossible to remove all the contents of the cavity, and 
consequently an irritating focus remains, and, as a rule, the fluid 
re-collects, often with most extraordinary rapidity. If the opera- 
tion be carried out too rapidly, there is danger of rupture of some 
of the air vesicles, and the production of pyo-pneumothorax, or 
of the production of serous cedema of the opposite lung. 

Undoubtedly, cases are cured completely by simple aspiration. 
Carmichael showed, before the Edinburgh Medico-Chirurgical 
Society on February 6th, 1889, two children who had recovered 


220 THE TREATMENT OF EMPYEMATA IN CHILDREN, 


perfectly under this treatment. Bontor (9) recorded cases, of a 
boy 24, and a girl 7, from each of whom 8 ounces of pus were 
removed by aspiration, after which they recovered perfectly ; the 
two sides of the chest beg absolutely symmetrical, in the boy 
eight months, and in the girl six months, after the operation. In 
Bontor’s cases, the fluid was serous ai first, and subsequently 
became purulent, the assigned cause of the effusion being broncho- 
pneumonia. 

In the present series of 12 cases cured by aspiration, there is 
no note of perfect cure having resulted from the treatment, 
aithough such may have been the termination. As is usual in 
a large general hospital, the patients are lost sight of when 
discharged. 

Other methods of removal of the fluid, without making an open 
wound, are sometimes employed, e.g., puncture with a trocar and 
cannula; syphon aspiration by means of a trocar and cannula, 
and a long tube leading into an antiseptic fluid, and so arranged 
that air cannot enter the chest; aspiration combined with sub- 
sequent irrigation; aspiration followed by irrigation, and the 
injection of tincture of iodine; constant aspiration. None of 
these can I recommend, except the method of syphon aspiration, 
which, personally, I prefer, to the use of the aspirating bottle. 
If the bottle be used, it must be only partially exhausted at first, 
and the pump then worked very gently while the fluid is running. 
The cannula should be withdrawn, if the fluid become _ blood- 
stained, or much coughing be excited. 

Supposing one aspiration does not cure the patient, in spite of 
the fact that some cases are cured by repeated aspiration, I am 
strongly opposed to such a line of treatment. A favourable 
result 1s improbable, and the prolonged illness and suppuration 
render the patient less able to undergo the more serious operation 
of drainage. 

The two methods of drainage commonly employed are (i) 
Incision, and (ii) Resection, either of which may be supplemented 
by irrigation. 
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Advantages Claimed for Resection over Simple Incision. 


1. That better drainage is secured. 

2. That the boundaries of the cavity can be explored, and all 
loose adhesions broken down. 

3. That there is less danger of hemorrhage. 

4. That the chances of a perfect cure are better. 

5. That recovery is more rapid. 


Advantages Claimed for Incision over Resection. 


1. That the operation is simpler and more quickly performed. 

2. That the shock is less. 

3. That there is less risk of pyeemia; the medullary cavity of a 
rib not being laid open. 

4. That drainage can be secured quite efficiently, and that 
consequently the more severe operation is unnecessary. Huber 
(10), in an experience of at least a hundred cases, four double, 
of empyema in children, found no difficulty in inserting a tube. 
He has repeatedly shown that an india-rubber tube, 3 to $ inch 
diameter, can be readily introduced through an intercostal space 
of a child under 1 year of age. Neither Morrison nor Wardrop 
Griffith found any difficulty in the matter of drainage, except in 
one case of Griffith’s series, and of the present series in only one 
case (No. 28) would resection have been a better method of treat- 
ment. This was a patient with a history pointing to a jong 
continued effusion, in whom the ribs were so close together that 
although she was 34 years old, a drainage tube would not pass 
between. Even if the tube be a little nipped at first, on the next 
day it will be found expanded to its full diameter. In the last 
two cases under my own care (Nos. 17, 20) drainage was easily 
and amply secured without resection. In one, a girl 12 months 
old, the sinus closed on the 17th day; in the other, a girl 

11 years old, it closed oa the 18th day, although there was 
a history of a duration of illness for three months. In both 
the lungs expanded fully, and the two sides of the chest were 
symmetrical when the patients were discharged. 

Certainly, when resection is performed, it 1s easy to insert the 
finger and break down adhesions. ‘To my mind this does not 
seem an unmitigated blessing, for there is a danger of causing 
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a much more extensive pleural inflammation, and converting a 
local into a general empyema. As regards hemorrhage, to judge 
by the present series of cases, there does not appear to be much 
risk of serious bleeding under either method of operating. It is 
only necessary to remember, in order to avoid such a complication, 
that the artery runs along the under border of the rib. The 
assertion that the chances of a perfect cure are better under 
treatment by resection is not supported by clinical experience. 
On referring to the present series, it is found that of the patients 
treated by resection, more were discharged with a sinus than in 
the case of those treated by incision. The duration of time during 
which the sinus is kept open depends upon the length of time the 
tube is kept in; this depends mainly on the fancy of the operator. 
Jt is on this fact that the length of the subsequent treatment 
depends, and not upon any special virtue of resection. Harly 
contraction of the side is more likely to follow resection than 
incision; it is not a sequela to be aimed at. 


Indications for Resection. 


1. When the ribs are so close together that it is impossible to 
drain the cavity without. This is a condition that very rarely 
occurs in children, and is only likely to be found in long-standing 
cases. 

2. When drainage is found, subsequently to the simpler 
operation, to be imperfect. The indications consisting in a high 
temperature and an offensive discharge. 

3. When the lung has re-expanded and the chest-wall con- 
tracted, and yet the sinus does not close. Resection of portions of 
several ribs is generally required in such cases. 

The Ancesthetic.—Neither chloroform nor ether are _ contra- 
indicated and, as a rule, general anesthesia 1s preferable to local, 
more especially if exploratory punctures are required before pro- 
ceeding to the operation. The anesthetic, especially if it be 
chloroform, must be given with very great care in cases of large 
effusion on the left side of the chest, in cases of prolonged 
duration, and in cases of double effusion ; in such, local anesthesia 
by ice or cocaine may be preferable. While the patient is under 
the anesthetic it is better to complete the operation as the patient 
lies on the back, serious collapse sometimes follows the turning on 
the side frequently adopted. 
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The Site of Operation.—In localised effusions this will necessarily 
vary with the situation; it is advisable to make the incision as 
nearly as convenient over the centre of the dull area, having 
previously proved by exploration the presence of pus in the 
situation chosen. In a general effusion the fifth space in the mid- 
axillary line, or between that and the posterior axillary line, is the 
most convenient place for both patient and surgeon, and the most 
satisfactory for drainage. An incision in any space below the 
seventh on the right side and the eighth on the left entails a 
certain amount of risk to the diaphragm. Although below these 
limits may be found the most dependent part of the cavity when 
the patient is sitting up, it is not so when the patient is lying on 
the back. Ina child on its back the most dependent part of the 
pleural cavity is in the posterior axillary line or just in front of it. 
If the opening be made lower down, especially on the right side, 
it is liable to be closed by the flap valve action of the diaphragm, 
which ascends very high in children. Some surgeons prefer to 
make the opening more posteriorly, under the impression that the 
cure of an empyema depends upon the action of gravity, whereas 
gravity is of comparatively smail importance. The three main 
factors which lead to the obliteration of the cavity are :— 

1. Expansion of the lung; this is by far the most important and 
also the most efficient aid in procuring proper drainage. 

2. The ascent of the diaphragm. 

3. The falling in of the chest-wall, a result by no means to be 
desired before the opening has closed and the lung has regained as 
much of its expansion as possible. 

The Operation.—Surgical details can be found in any text-book. 
It is advisable to explore at the point where it is proposed to make 
the incision ; to use a large needle, an ether syringe is as useful as 
any more complicated apparatus; and to explore in several regions 
if pus is not obtained at the first attempt, and if the physical 
sigus and symptoms indicate that a purulent effusion is present. 
Of course the usual precautions to prevent infection by dirty 
implements must be employed, they are simple and easily carried 
out, and there is practically no risk of converting a simple serous 
into a purulent effusion, even by several explorations. 

The Management of the Tube.—In this les a large part of the 
success of the treatment. In the first place it is absolutely 
unnecessary to use a long tube. Let the calibre be as large as 
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convenient and use a tube about 2 inches long. The origin of the 
practice of using a long tube appears to he in a misconception that 
the healing of an empyema depends upon the cavity being closed 
by granulations, and that it must heal from the bottom. 

As long ago as 1876 Frantzel (11) stated his belief ‘‘ that the 
whole of the pleura pulmonalis and costalis, after it has thrown 
off the various necrosed masses, becomes covered with granu- 
lations. These become adherent, adhesion beginning most com- 
monly near the root of the lung and spreading from thence. The 
hitherto compressed lung, by fits of coughing and other expiratory 
efforts with a more or less closed glottis, fills itself with air from 
the sound lung.” 

Erichsen, also, in his standard work on surgery, speaks of the 
wound and sinus healing by granulation. But it is not the cure 
by the slow process of granulation that we must regard as the 
summum bonum of treatment. What is really required is a rapid 
and complete re-expansion of the lungs, and it is a distinct disad- 
vantage if adhesions form before the lung is fully expanded and 
the opening closed. It is advisable to use two tubes, changing 
them daily. Some rubber tubes contain an excess of sulphur, 
and a new tube of this kind inserted in place of one which has 
been used daily for some time may cause a temporarily increased 
purulent discharge on account of its irritating chemical properties. 
This increased discharge, together with an offensive smell due to 
the evolution of sulphuretted hydrogen, may lead the surgeon into 
supposing that the case is going to the bad, and that some further 
treatment, such as irrigation, is required. 

The Duration of Drainage.—Erichsen states that ‘‘in children, 
especially if the opening has not been deferred too long, the wound 
may be allowed to close after a month.” Unfortunately too much 
hospital practice is based on assertions like this. Time after time 
do I find in the notes of the above series of cases the words ‘ dis- 
charge scanty and serous,” and yet the tube is allowed to remain 
in situ until the surgeon finds that the discharge is again purulent, 
and he flatters himself on his prudence and foresight in not remov- 
ing the tube. Sutherland, and I agree with him absolutely, states 
that the opening should be regarded purely as a temporary exit 
for the fluid. In almost every case it will be found that soon, 
sometimes in two or three days, the discharge becomes sero- 
purulent, or even serous, and that it rapidly becomes scanty, then 


ay 
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is the time to remove the tube. Any tube, much more so when it 
is a long one, will keep up irritation and lead to a prolonged 
discharge. After it is removed the wound remains open a few 
days and allows any superfluous fluid to escape. I have no doubt 
that if this practice of early removal of the tube be carried out, 
it will be found that the recovery of cases of empyema will not 
only be more rapid but more perfect than is usually the case at 
present. Occasionally it happens, when the wound is allowed to 
close too soon, that a small amount of pus re-collects under the 
site of the scar; it can be readily evacuated by a simple incision 
and treated as a simple abscess. 

Sutherland recommends removal of the tube as early as the 
third day in some cases, and records perfect results under such 
treatment. No hard and fast rule can be laid down, except that 
the tube must be removed early, as soon as the discharge is serous 
and scanty. 

The Cavity—Air must not be allowed to enter. Practically at 
the time of the operation this cannot be prevented, but it does not 
appear to do any harm. As soon as the tube has been inserted 
and the dressings applied, the air is driven out again by the 
expansion of the lung and the ascent of the diaphragm, and the 
dressings, acting as a kind of valve, prevent it re-entering. Great 
care must be taken to fix the tube in some way so as to prevent it 
slipping into the cavity; cases are not unknown in which such 
an accident has happened, and given rise to a prolonged discharge. 
Exploration of the cavity is sometimes adopted at the time of 
operation, especially in cases where resection of a part of a rib has 
been performed ; the finger is introduced and used to determine 
the extent of the cavity, to scrape away adherent lymph, and to 
break down adhesions. Beyond the gratification of an idle 
curiosity it does not seem to me that any advantage is gained by 
thus further complicating a simple operation. On the other hand, 
it is frequently urged that the breaking down of adhesions in this 
way allows of earlier and more complete expansion of the lung 
Blake (12) records six cases of children treated in the North 
Hastern Hospital for Children after the following method :—A 
portion of the rib was excised, the fluid run out, and the flaky 
semi-organised lymph removed with a sharp spoon; 4 ounces of 
-jiodoform emulsion were run in, and 1 ounce was allowed to 
VOL. XVIII. 15 
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remain in the cavity. In all the wound healed in 12 to 14 days, 
one died later from broncho-pneumonia on the same side. Besides 
the risk of iodoform poisoning, there is no particular advantage 
gained by this mode of treatment, and the good results were due 
more probably to the early removal of the tube, on the 9th to 11th 
day, than to the treatment of the cavity. 

Irrigation is another adjunct to treatment by simple incision 
or resection; occasionally it has been employed after aspiration. 
It may be adopted at the time of operation or subsequently. 

Warm water, various dilute antiseptic solutions, or “‘ perfla- 
tion,” after the method advocated by Dr. Ewart (13) some years 
ago, can be employed. 

A solution of perchloride of mercury, one in five to ten 
thousand, is the best and safest. Carbolic acid should never be 
used, on account of the susceptibility of children to poisoning by 
that agent. 

The advantages claimed for this treatment are that all pus, 
whether fluid or solid, is removed, thus removing the source of 
irritation, and that the cavity is rendered aseptic. The dis- 
advantages are that syncope may be induced, and adhesions 
broken down. Syncope occurs at times in cases where irrigation 
has been used many days subsequent to the primary operation, 
‘as In Case 34. Moreover, the treatment is unnecessary, pus and 
lymph, which will come away on gentle irrigation—and fercible 
irrigation is certainly dangerous—will come away with equal 
readiness in the course of 24 hours or so without. Irrigation is 
only permissible in cases of foetid effusion, an exceedingly rare 
primary condition in children. Hither weak sublimate lotion or 
tincture of iodine, a drachin to the pint, is the most suitable. 

Causes of Bad Results—No matter what treatment is adopted, 
there will always be a small proportion of cases which do not 
recover, or are left with a chronic sinus, or develop some com- — 
plications. The chief causes of such unsatisfactory results are as 
follows : — 

1. Prolonged duration of the effusion previous to evacuation. 
In such cases the lung is so bound down by adhesions, and so 
altered in structure by the ingrowth of fibroid tissue from the 
pleura, that it is unable to expand. Such a condition is not a 
necessary sequence of long continued effusion; in some of these 
cases rapid and complete expansion ensue. 
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2. Partial discharge through the lung. If there is a fairly free. 
communication with a bronchus the lung cannot expand. 

3. Syncope during the operation or on subsequent irrigation. 

4, Pysemia. | 

5. Various complications; chiefly broncho-pneumonia or tuber- 
culosis. 


DovusBLE EMPYEMATA. 


I have collected 20 cases recorded in various journals and 
periodicals. ‘To these are added 2 from the above series, and 15, 
referred to by Batten and Wightman in their papers, making a 
total of 37. These latter 15 are only imperfectly recorded. 


15—2 
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: Nature and 
No. Reference, Sex. | Age. | Side. Mode of treatment. amenne cuca 
‘ | 
il *Lancet,’ 1892, i, 1299 as 13 L. | Resection es sae 
(Deanesley). Re | eNa2; 
@ * Lancet,’ 1894, i, 1439 1a, 24 R. | Resection and irrigation Much thin 
(Sutherland). ; greenish pus. 
1p do. do. Pus, (?) amount 
33 ‘ Lancet,’ 1880, ii, 617 M. 2 R. | Incision ..; ae 
(Sangster). L. | Aspiration twice. 
4 ‘ Medical Chronicle,’ M. 3 R. | dneision ws. eas aes Pus, 2 ozs. 
vol. ix, 444 (Wardrop L. do. a wee Bae Pus, a small 
Griffith). amount. 
5 ‘Oertl. Intell. Miinch.,’ M. | 3 ‘| R. | Incision and irrigation... 
1883 (Brauser). L. do. do. 
6 | ‘St. Bart’s. Hosp. Journal,'| M. 3h R. | Exploration re ee Nil 
1894 (Cautley). No. 85 i: || Incision’ \... Bee ..| Sero-pus, } pint 
in above series, 
7 ‘New York Med. Jour.,’ F. 4 Re | =neision is.. 50 ave Pus, 1 pint 
vol. lii (Westbrook). L. | Aspiration five times. 
Incision. 
8 ‘Lancet,’ 1894, i, 1439 M. 5 L. | Resection and irrigation Pus, 5 ozs. 
(Sutherland). R. do. do. 
9 Same. F, 5 R, do. do. 
L. do. do. 
10 ‘ Archives of Pediatrics,’ ae 53 ... | Double incision, irriga- 
vol. vi (Huber). tion and drainage. 
11 ‘Lancet,’ 1888, ii, 114 M. 5¢ R. | Resectioni.. a ae Pus, 30 ozs. 
(Blunt and Okell). I, | dmeision ~... so ame Pus, 9 ezs. 
12 ‘Lancet,’ 1894, i, 1439 M. 6 R. | Resection and irrigation oe 
(Sutherland). L. do. do. 
13 ‘ Archives of Pediatrics,’ M. 6 R. | Incision and irrigation... Pus, 20 ozs. 
vol. ix (Huber). ire do. do. 
14 ‘ Lancet,’ 1890, ii, 120 M. 6 L. | Aspiration oe aS Pus, 83 ozs. 
(Morgan and Mitchell R. do. ot Soe Pus, 22 0zs. 
Bruce). L. do. mee eon Pus, 4 ozs. 
L. | Resection aes eee Much pus 
R. do. 
15 Case 86 in above series F, 6 R. | Aspiration, Aug. 2 a Pus, 5 ozs. 
R. re ATU 1G) = hee Pus, 5 ozs. 
L. | Exploration, Aug. 23 ... Pus 
| RK. | Incision, Sept. 22 Rac Pus, 53 ozs. 
| L. | Aspiration, Nov. 8 Bae Pus, 2% Os. 
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Interval 
betweenthe Result, Course. REMARKS. 
operations. | 
sae Sudden | Died on the 12th day Effusion on the right side was diagnosed the day 
death. before death. 

12 days Cure Each tube was removed } Influenza assigned as the primary cause. 
on the 3rd day. 

5 days Cure An interval of five days between the drainage 
of the right side and the first aspiration of 
the left. 

3 months Death | Right wound healed in| The temperature did not come down even after 
about 11 weeke. the second operation. Death ten weeks later. 

Post-mo-tem.—Great wasting. No tuberculosis. 

aoe Cure Wound healed on each 
side in 7 weeks. 

2 days Death | Temperature rose| Admitted a week before exploration with lobular 
rapidly after the oper- pneumonia and signs of effusion at right base. 
ation, and reached 105° Exploration in two places was unsuccessful. 
on the 8rd day, just Effusion on left side came on in the next two 
before death. days. 

Post-mortem.—A small localised empyema in the 
right axilla. Extensive broncho-pneumonia of 
both lungs, and considerable collapse of the 
left. Thick lymph covering the left pleura. 

2 months Cure Tube R., 13 weeks| The first aspiration was done six days after the 
out Lie Ich 3, incision on the right side. Consent to the 
/ Wounds healed in another} second incision could not be obtained earlier. 
7-10 days. 
1 month Cure Tube R., 14th day | Cause assigned—pneumonia. 
out Vp dishelale ee 
Wound ee 7 weeks 
healed dbs 4> TS , 

1 month Cure Tube R., 3rd day | Cause assigned—bronchitis and possibly pneu- 

out L., 10th day monia, 

10 days Cure Wounds {R., 8 weeks | Cavities irrigated every third day. 
heaied Wiss HO | gp 

5 days Cure Wounds jf R., 7 weeks | The left effusion was cured much more rapidly 
healed os, A. by simple incision than the right by resection. 

On the other hand it was much smaller. 
5 months Cure Tube |R., 4th day | The two illnesses were quite distinct, so this case 
out ss, b2thy,; should not strictly be included in the present 
category. 
6 days Cure Tube R., 9 weeks | Illness began with right lobar pneumonia. <A 
out eS. as small collection of pus, an ounce, under the 
Wounds { R.,4 months operation wound on the right side delayed 
healed L., 9 weeks healing. 

12 days Cure |gWounds /{L.,4 weeks | Cause—pneumonia. 
negle dae Ee Ommns Double effusion existed when the patient first 

came under observation. 
34 Cure Wound healed in 45 Both ‘the effusions were small, and the one on 


days 


the left side was cured by simple aspiration. 
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Qf °, 1 
No. Keference. Sex. | Age. | Side. Mode cf treatment. an 
16 ‘Clinical Society Trans- Eg 7 R. | Aspiration Pus, 10 ozs. 
actions,’ vol. xxiv Resection. 
(Coupland and Gould). L. | Aspiration Pus, 18 ozs. 
Resection. 
17 * Lancet,’ 1891, i, 1385 M. 13 lL. | Resection... Much pus 
(Handford). 
R. | Resection.. Much pus 
18 ‘Clinical Society Trans- M. (E3 L. | Aspiration Pus, (ozs: 
actions,’ vol. xxvi Resection. 
(Carr). R. | Resection... Pus, 8 ozs. 
19 ‘Liverpool Medical M. 8 R. | Incision Pus, 20 ozs. 
Clinical Journal,’ 1893 L. | Aspiration Pus, 12 ozs. 
(Marsh). Incision. 
20 * Annals of Surgery,’ F, 10 R. | Resection... 
1893, xvii, 410 L. | Resection. 
(Warbasse). 
pall “Haneet, 1892. 1, 1299 | FF. 10 L. | Aspiration 
(Deanesley). | Resection. 
Aspiration 
Resection. 
Ze, ‘Lancet,’ 1894, ii, 84 Veh 12 Simultaneous incision .. Pus, 60 ozs. 
(E. L. Fox). 
23-30 ‘Lancet,’ 1894, i, 1368 1 Cured 
(Batten). 1 a Cured : onc aoe 
1% a Resection on right side. Left empyema 
| found post-mortem ... see 508 
2 | Resection on one side. Died of diphtheria. 
Another effusion found post-mortem 
24 Resection on left side; right side ee tires 
two days before death de 3 
5 Cured sas ae 
5 Cured 
a Cured J 
31-37 ‘Lancet,’ 1894, i, 1128 & One recovered a 
(Wightman). Three from extensive broncho- 
pneumonia 
| Six died 4 Two from suppurative " peri- 
| carditis tee 
LOne uncomplicated 














Of the 22 fully reeorded cases, only two died, and in these one 
side alone had been operated on. In one, the cause of death was 
extensive broncho-pneumonia; incision and drainage being the 
treatment adopted for the effusion on the left side two days 
before. In the other, sudden syncope occurred on the 12th day 
after resection and drainage on the left side. In two cases a cure 
was effected by simple incision and drainage on the right side, and 
aspiration only on the left. 

Resection was performed 22 times, and in eight of these was 
combined with irrigation. 

Simple incision was the favoured operation 16 times, and in six 
was combined with irrigation. 
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Interval | 
betweenthe | Result. Course. REMARKS. 
operations. 
9 days Cure Duration ) R., 5 #eeks | Aspiration was done several times on each side. 
aiter > The child was much collapsed at each operation 
operation )L.,6  ,, of resection. 
10 days Cure | Tube ars eee Three-quarters of an inch of the rib was removed 
out Re li2e 55 at the first operation; the child became much 
Wounds) (el 125 7. cyanosed under chloroform, but was relieved 
| healed Bis JO ase when the chest was opened. 
4 days Cure) >| Wounds (9) =, Local aneesthesia employed at each operation ; 
| healed R., 3 months 10 minims of a 20 per cent. solution of cocaine 
injected. 





after 


4 weeks Cure Duration ) R.,43 ,, 
| operation 


L., 5 weeks 
Cure Wounds /{R., 17 days 
healed ee Wie ess 


1] days Cure Wounds f L., 6 weeks | Right effusion small and localised. 
healed Rega at 


A few Cure Tubes out in 8-4 weeks | No change noted in the patient after the incision 
minutes was made into the second pleura. A lumbar 
abscess was opened at the same time. 


intervals between the operations is not re- 
ferred to. 





| These cases were treated by resection. The 


| These cases were treated by incision. No details 
given. 











Thus we find that irrigation was employed no less than 14 times 
in 38 operations ; a proportion very much greater than in cases of 
unilateral empyema. No doubt the small percentage mortality, 
hardly 10 per cent., in these cases is due to the fact that success- 
ful cases are generally recorded, and that some cases are only 
diagnosed post-mortem. Of the eight cases referred to by Batten, 
only three died; one from diphtheria; in one the right side alone 
was operated on; in the third the left side was operated on, and 
the right side aspirated. Wightman refers to seven cases, of 
which no less than six died; three from extensive broncho- 
pneumonia, two from suppurative pericarditis, and one uncom- 
plicated. Details are unfortunately wanting. 
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The Treatment.—Godlee, in ‘Heath’s Dictionary of Surgery,’ 
states that “if a general empyema has been opened, and another 
form on the opposite side, it is obvious that the only surgical 
treatment for the second collection is by aspiration.” Coupland 
and Gould (14) on the other hand assert that ‘‘ to open a double 
empyema cannot lead to collapse of the lung,” because adhesions 
are always present, and prevent any further collapse. In other 
words, general empyema does not exist; an assertion which is 
certainly not verified by post-mortem experience. Both these 
statements are much too dogmatic. No doubt it is very rare to 
find double general empyema, yet we are not justified in con- 
cluding that such a condition does never occur. As a general 
rule each effusion is localised; sometimes one is small and 
localised, and the other general, as in the fatal case under my own 
care. Provided that one is localised and the other general, it is 
by no means necessary to limit the treatment of the second 
effusion to aspiration only. 

The best treatment to adopt is simple incision and drainage, 
allowing an interval of a few days to elapse between the two 
operations. Even more than in cases of unilateral effusion do I 
think it unjustifiable to submit the child to the more severe 
operation of resection. The treatment should be modified 
according to the nature of the cases, which may be divided 
into three classes. 

1. Cases of donble general effusion—It is better to aspirate 
first on both sides in order to diminish the quantity of fluid, and 
relieve the heart from the encumbrance to its action. Next day 
operate on one side, and afew days to a week later, operate on 
the other.—The left side should be chosen for the first operation, 
and local, rather than general, aneesthesia employed. 

2. Cases of general effusion on ove side, and localised effusion 
on the other.—Evacuate the general effusion first, and repeat the 
operation on the other side a few days later. 

3. Cases of double lecalised effusion.—Simultaneous drainage 
may be adopted, but, though not necessary, it is a wise precaution 
to wait a few days between the two operations. 


GENERAL SUMMARY. 


1. When pus is found to be present in the pleural cavity, the 
proper treatment is to remove it. 
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2. The best method to adopt for its removal is simple incision 
and drainage. 

5. The best site for the operation is the fifth space in the mid- 
axillary line. 

4. Irrigation is unadvisable, and is only indicated in cases of 
foetid effusion. 

5. Exploration and scraping of the cavity are not necessary. 

6. Resection of rib is practically never necessary in children as 
a primary procedure to procure efficient drainage. 

7. Resection of rib may be necessary to secure the closure of 
the sinus, subsequently, by allowing the chest-wall to fall in. 

8. Collapse of the chest-wall is not a result to be desired in the 
early stages of the treatment. 

9. Rapid and complete expansion of the lung is the great object 
of treatment. 

10. The tube must be removed early. 
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Mr. Joun H. Moraan expressed his great regret at the limited amount 
of time at the disposal of the Society for the discussion of such an 
excellent and interesting paper as that to which they had had the pleasure 
of listening. His belief was that surgical proceedings would be more 
often followed by speedier and more successful results if they were 
applied much earlier than was usually the case. Physicians retain an 
inherent superstition in favour of the aspirating trocar. It was not to 
be disputed that by the employment of this instrument the cure of a 
small empyema might often be brought about. But there were deceptions 
following the use of this instrument which, more often than not, were 
seriously prejudicial to the patient. Frequently it happened that after 
the application of this instrument a temporary relief was afforded, the 
breathing became easier, the temperature fell and the general condition 
improved. But gradually the graver symptoms reappeared, the cavity 
again became full, and the operation was repeated with probably a less 
favourable result. Meanwhile the adhesions of the pleura are becoming 
more confirmed, the compression of the lung tissue continues, rendering it 
less capable of expansion, and the strength of the patient wanes. It is 
under these unfavourable conditions that the surgeon is usually called in 
to operate. With a large experience of these cases, he would say that 
the sooner the pus was freely evacuated the better were the chances of 
the patient’s recovery. He had little faith in the aspirator, because its 
action was uncertain and often incomplete. The method by incision and 
drainage did not appear to him as well adapted to the case of children, 
because the close approximation of the ribs did not permit of the free 
exploration of the cavity by the finger, and the same cause often acted as 
a preventive to the free issue of discharges through the drainage tube. 
In the case of children, therefore, he always preferred the removal of a 
portion of one or more ribs. The operation was simple and attended 
by little bleeding. ‘The repair was quick. It was surprising to hear that 
the statistics of this operation when performed in children under 2 
years of age were by no means good, but it must be borne in mind that 
an empyema ina child under 2 was a much more serious affair than 
the same condition ina child with larger chest, &c. As to the question 
of irrigation, he had never seen any bad consequences from washing out 
the cavity, and he had imagined that recovery was greatly aided by the 
washing out of the thick linmg membrane which otherwise took so long 
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to come away, and which when allowed to remain would often act asa 
permanent source of irritation. He ways in the habit of injecting hot 
water until there were no more masses of lymph to be brought away, 
and added boracic lotion if the contents of the cavity were very foul. 

Dr. A. Morison agreed that the sooner pus was evacuated from the 
pleural cavity the better. No doubt recovery sometimes took place from 
rupture through natural passages, and especially after the formation of a 
bronchial fistula; but the results were so unsatisfactory that all must 
agree to operate as soon as possible. The question before them was what 
form of evacuation is the best? Some cases of empyema had recovered 
after a single aspiration, many others after repeated aspirations; but his 
experience was that aspiration was only of use in cases in which, owing 
to some emergency, evacuation through a drainage tube was impossible. 
He used chloroform, and he thought it was safe if carefully given. He 
had seen serious results follow turning the patient on the side. The 
patient could be brought to the edge of the table to get better access to 
other parts. He had operated altogether in 35 cases, the youngest 
being 7 months and the oldest 9 years. Before incising the chest he 
always explored with a hypodermic needle. He chose the sixth inter- 
space, a short distance in front of the posterior axillary line. He used 
an ordinary drainage tube, 2 inches long, perforated in its inner half, and 
kept from slipping in by a safety pin. The tube was shortened as 
occasion arose. During the third week he removed the tube and then 
the wound rapidly healed. If any pus remained, or if the temperature 
continued high, the tube was reintroduced. They must, however, be 
careful not to injure the diaphragm. If the discharge continued purulent 
it was a sign that the wound was septic or that the drainage tube was 
not acting properly. Thirty-three of the 35 cases were treated in this 
way, and in only two was resection resorted to. In no case was it 
rendered necessary for drainage purposes only. Irrigation he had always 
looked upon as harmful, because it was apt to set up irritation, which 
caused contraction of the chest later on. Afterwards he prescribed 
exercises destined to expand the lung. Thirty-three of the 35 cases 
recovered and two died. One death was in a weakly ricketty child, and 
was due to convulsions a week after the operation. The other was due 
to acute bronchitis on the third day after the operation. The time of 
healing was on an average 31 days; 17 days being the least and 61 days 
the most. He had examined most of his cases frequently since the 
operation, and in no case except where the rib had Leen removed was it 
possible to tell which side had been affected were it not for the sear. In 
both the cases of Estlander’s operation there remained some contraction 
which became more apparent as the child became colder. His belief was 
that the results of empyema did not depend so much upon the operation 
as upon the after treatment. If treatment were carried out on Listerian 
rules, the operation for empyema would soon be limited to simple 
incision and drainage. In connection with this discussion he might 
mention that after he had published the article in the ‘ Lancet’ 
(September 29th), Dr. Sturges wrote to him on the subject of resection, 
and, while fully agreeing with the conclusion he (the speaker) had come 
to, that resection of rib was not necessary in the majority of cases, 
qualified his remarks by saying that it was only in neglected cases that 
resection was necessary. He was quite prepared to admit that it was 
only in these cases that resection would prove useful. 


Wwe 
ow) 
Ss 


February 25th, 1895. 


CASES OF LIVER AND GALL-DUCT SURGERY. 


By Joun D. Matcotm, M.B., C.M., F.R.C.S. Edin. 


In this paper I propose to relate in detail the histories of all 
the cases of disease of the liver or of the gall-ducts on which I 
have operated. The cases consist of three in which exploratory 
incisions were made, two operated on for hydatids, and three in 
which gall-stones were extracted. The three patients on whom 
I performed exploratory operations died from the progress of 
diseases which it was impossible to cure by surgical means, but 
the operations did not, directly or indirctly, bring about or even 
hasten the fatal results. The other patients are alive now. 


Case 1. Exploration; nature of disease not discovered.—The first of 
the exploratory operations was performed on a woman 45 years of 
age, whose family history gave no assistance in diagnosis. She said that 
a soft tumour had been taken out of her lower jaw 18 years before I 
saw her, but I have not been able to get any account of this operation. 
She had suffered from bilious attacks for ten years at almost every 
menstrual period ; the severity of these attacks had, however, been much 
less for two or three years. A swelling in the abdomen was first 
noticed in February, 1891, and it had grown considerably before she was 
admitted to the Samaritan Free Hospital in the followmg May. At 
that time there was a slight yellow discoloration of the skin and 
conjunctive. In the right loin there was a solid, smooth tumour, with 
a rounded outline, fairly movable and not tender, extending from the 
costal margin to close to the pubes and beyond the edge of the rectus 
muscle on the left side. It stood out prominently from the rest of the 
abdominal surface in front. The growth was believed to be connected 
with the liver, but no definite diagnosis was made. As it was growing 
rapidly, an exploratory operation was performed on June 16th. The 
tumour was found to consist of a rounded swelling of the upper part 
of the liver, the gland being so displaced and twisted that the abnormal 
enlargement presented anteriorly. There was no hardness and no 
irregularity of outline in the growth, and, except for the alteration of 
shape, the surface of the organ appeared to be quite healthy. By passing 
the finger below the liver I found that the anterior border of the gland 
was of normal shape, but was directed downwards and _ slightly 
backwards, so that it had not been palpable before the abdomen was 
opened. It seemed as if the whole liver had been displaced downwards 
and twisted on its axis by something growing in or behind the upper 
and posterior part of it. I plunged a trocar and cannula deeply into 
the thickest part of the gland. The instrument appeared to pass through 
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soft tissues of uniform consistence, and when the trocar was withdrawn 
nothing but blood escaped. The hemorrhage was very free, spouting 
«a foot and a half to two feet into the air, and continuing after the 
cannula was withdrawn, so. that I feared it might go on toa dangerous 
extent. It did not seem as if anything more could be done in the way 
of curing the patient, and I therefore applied sponge-pressure to the 
puncture opening and inserted the sutures in the external wound. By 
the time these were in place the hemorrhage had almost ceased, and I 
closed the wound without any anxiety on this point. There was no 
trouble during convalescence. The patient went home on July 6th, her 
swelling continued to enlarge, and she died on October 8th of the same 
year. There was no post-mortem examination, and I did not see the 
patient after she went home, but, as far as I can gather, death was due 
to asthenia, and no definite diagnosis was made. 

The operation in this case was most unsatisfactory in that no benefit 
resulted, and [ did not even find out the exact nature of the disease. The 
fact that there was no post-mortem examination leaves the case permanently 
an obscure one, but I think some light may be thrown on the matter by the 
following history. On November 30th, 1894, I saw a woman 38 years of 
age in consultation with Dr. Malcolm Mackintosh, of Clapham Common. 
She was suffering from abdominal distension and pain, sickness, and 
frequent profuse evacuations of the bowels, the stools consisting almost 
entirely of watery mucus. There was some slight fever, but no jaundice 
and no renal or heart disease. The patient had borne three children, 
the third being eleven months old The symptoms, which had developed 
very rapidly, suggested the possibility of some pelvic mischief causing 
iritation of the rectum, but after a careful examination I could find no 
explanation of the condition of the patient in her pelvis. The liver was 
very much enlarged, the anterior border of the right lobe being quite 
free, soft, and natural to palpation, but displaced downwards nearly as 
low as the anterior superior iliac spines, Owing to the distension I couid 
not define the left lobe by palpation, but percussion showed that it also 
was enlarged. No definite diagnosis was made, but I thought the 
mischief was due to something in or above the liver, which was pushing 
its lower border, and especially the right lobe, downwards. Treatment 
was directed to relieving the distension and supporting the strength of 
the patient, and sometimes the flatulence dispersed, the abdomen 
becoming flat, but a tendency to tympanitis continued to the last. The 
progress of the case continued to be very rapid, and about a week after 
[ had seen the patient Dr. Mackintosh discovered distinct nodules on 
the surface of the left lobe of the liver, and was able to make an exact 
diagnosis. The patient died a month after my visit, on January Ist, 
1895. After death Dr. Mackintosh obtained permission to examine the 
body, and found a moderately hard carcinoma, which seemed to have 
originated on the under surface of the liver in the region of the portal 
fissure. There were cancerous nodules scattered through the whole 
organ; but these were more numerous in the left lobe, fewer and 
apparently of more recent development on the right side. Dr. Mackintosh 
attributed the profuse discharge of mucus from the bowel to congestion 
of the intestine from pressure on the portal vein, a view with which I 
fully agree. No cancer was found in any other part of the body. 

There is a considerable resemblance clinically between this case and that 
of the patient whose abdomen I explored, as above related ; and if we 
accept the view that pressure on the portal vein was the cause of the 
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exhausting discharge in Dr. Mackintosh’s case, it is obvious that a 
tumour more deeply placed in the liver substance might have led toa 
more prolonged illness, and might have induced death without yielding 
any signs by which a positive diagnosis could be made during the life 
of the patient, as in the first case. 


CasE 2. LHueploration; malignant disease of the liver.—My second 
exploratory operation was performed on a patient about 60 years of 
age, who was under the care of Mr. Evans, of Clapham Common. She 
had suffered from pain in the neighbourhood of the gall-bladder with 
liver symptoms of many years’ duration, and Dr. George Harley had seen 
her and had advised that an exploratory operation should be performed. 
When I saw the patient on January 22nd, 1892, she was emaciated and 
intensely jaundiced. The liver edge was somewhat lower than it 
normally should have been, and immediately below it; in the position of 
the fundus of the gall-bladder, there were two very hard substances, 
about the size of hazel-nuts, which lay close to the abdominal wall and 
exhibited some mobility on each other. They felt very like two calculi 
in the gall-bladder. I made an incision through the abdominal wall 
just large enough to admit my finger, and on examining the parts I found 
that the two hard substances were growths standing out from the lower 
surface of the liver close to its anterior border, and that there were 
many nodules scattered over this surface as far as my finger could reach. 
The upper surface showed no irregularity of outline. The gall-bladder 
was not distended. As the disease was evidently malignant, I at once 
sewed up the wound. The operation gave rise to little disturbance, and 
the incision healed without trouble, but the patient became gradually 
weaker and died of asthenia on March 5th, six weeks and a day after the 
operation. When I had examined the parts with my finger inside the 
abdomen in this case, 1 at once observed that calculi in a gall-bladder 
could not have remained in position close behind the abdominal wall 
without being fixed in some way, and there had been no evidence of 
distension of the gall-bladder or of any condition that would place and 
firmly hold two calculi fixed in the fundus. 


Casz 3. Haploration; malignant disease of the pancreas and duodenunr. 
—A third case on which I operated may be regarded as one of exploration 
of the gall-ducts. The patient had intense jaundice and a large ovarian 
tumour which prevented any satisfactory examination of the hepatic 
region. I removed an apparently simple ovarian cystoma, and found that 
the patient had also a malignant growth of the pancreas. There was no 
trouble from the operation, but the patient died five weeks after from 
asthenia, and at the necropsy it was found that the pancreatic tumour 
involved the descending portion of the duodenum, which was converted 
into a tube of cancerous tissue so thin in parts that it appeared to be just 
on the point of bursting. (The case is fully reported in the ‘ Lancet’ of 
September 8th, 1894.) 


Cast 4. Three operations for hydatids of liver and af sub-peritoneal 
connective tissue-—My first case of hydatids was sent to the Samaritan 
Free Hospital in November, 1890, by Mr. Starling, of Charlton. 
The patient, who was then 33 years of age, complained of having 
“lumps” in the upper part of her abdomen, and said that she had 
suffered from crampy pains in the bowels from time to time for 16 
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years. These pains had become more frequent and more severe, and she 
had first noticed the tumours when she was carrying a child that was 
born two years before I saw her; but two years before that time 
Mr. Power, of East India Road, who attended her in her first confinement, 
told her that she had a tumour, for which he recommended her to seek 
treatment in some hospital. On examination I found an oval mass at the 
back of the abdominal cavity, a little below the position of the left 
kidney, somewhat movable, but too small and deeply placed to allow of 
an opinion being formed as to the presence or absence of fluctuation in it. 
A little to the right of the normal position of the gall-bladder there was 
another tumour, rather larger than the first, attached to the lower surface 
of the liver and distinctly fluctuating. After the patient had been under 
observation for some weeks a third tumour was discovered a little to the 
left of the middle line and fixed to the lower edge of the liver by a band- 
like attachment about half an inch long. All these swellings rapidly 
increased in size, and in February, 1891, the left one was rather larger 
than a healthy kidney ; the right was nearly round and measured 4 inches 
in diameter. On percussion it exhibited the peculiar thrill of a hydatid 
cyst. The more central growth measured about 24 inches from above 
downwards and about 2 inches across. The liver dulness began at the 
level of the nipple above. Immediately below this point an absolutely 
dull note was elicited for 9 inches, as far as the lower border of the 
largest swelling, the patient being rather a small woman. To the right 
and left of this swelling the liver dulness was lower than normal, but the 
note was resonant over the two smaller tumours. The whole abdomen 
was slightly distended. At the back the liver dulness was absolute for 
14 inches above the border of the ribs on the left side, and the upper 
border of the dull area as it crossed over to the right passed gently 
upwards and round to the nipple line in front. The uterus was anteflexed, 
and there was some endometritis. I thought I could feel both ovaries, 
of about the usual size and in their proper positions, but somewhat 
tender to palpation. The patient said she seldom had any cough or 
expectoration. At the right apex there were some crepitations heard on 
auscultation, but otherwise the lungs were normal. The apex beat of 
the heart was displaced upwards and to the left, but the cardiac sounds 
were normal, and the pulse was fairly strong, beating 84 to the minute. 
The action of the bowels required to be assisted by medicine, and the 
patient was thin and losing flesh, but except for the conditions related 
she seemed to be a healthy woman. The kidney action was good. There 
was nothing in the patient’s history to show how she had become infected 
by hydatids ; she had lived in Woolwich all her life, and said she had 
never had anything to do with dogs or animals of any kind. Her 
husband was a waterman. 

I operated on February 17th, 1891, making an Incision in the middle 
line of the upper part of the abdomen. After exploring the parts, I first 
removed the growth from the left loin. It lay in the connective tissue 
behind the peritoneum, its connections being easily separated except 
posteriorly, where they were more dense and much more vascular, so that 
numerous vessels required to be ligatnred, although I did not tie them 
until the end of the operation, in the hope that pressure by forceps might 
arrest the bleeding. I attempted to remove the cyst unopened, but I had 
to use a good deal of force, and it unfortunately burst. There was little 
of the contents spilled over the peritoneum, however, because the sac was 
ruptured by considerable pressure, and the fiuid was in great measure, if 
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not entirely, discharged outwards. The tumour consisted of a single sac, 
having the characteristic linmg of membranous tissue formed by the 
parasite, surrounded by the usual adventitious fibrous capsule developed 
by the host. It contained no daughter cysts. I next took out the 
smaller of the cysts below the liver. It seemed to be outside this organ, 
but connected with it by a kind of pedicle, which I tied as I would tie 
the attachment of an ovarian tumour. This hydatid contained daughter 
cysts. The largest of the tumours was in the liver substance. I cut into 
it and removed much fluid and numerous daughter cysts, taking great 
care to keep the peritoneum clean by means of sponges packed round the 
opening. When I had removed most of the contents of this cavity I 
again explored the abdomen and found that there was a chain of hydatids 
running backwards along the lower surface of the left lobe of the liver. 
Some of these I enucleated, but the manipulation became more difficult as 
I had to follow the cysts deeper, and when the patient had been about 
three hours on the table I felt compelled to desist from further attempts. 
It was obvious that there were more cysts in various parts of the 
peritoneum, and that there were other cysts in the liver substance. <A 
very long time would have been necessary to deal with them all, and the 
patient’s condition did not warrant a continuance of the operation. I 
was, however, able to separate two of the chain of hydatids at which I 
was working without opening either of them. I washed out the empty 
cyst cavity in the liver with iodine and water, sewed its opening to the 
opening in the abdominal wall so as to make a sinus, and closed the rest 
of the incision in the usual way. Two drainage-tubes were passed 
through the sinus into the cavity, and the wound was dressed with a 
large quantity of carbolic gauze. The patient was on the operating table 
nearly three hours and a quarter. She quickly recovered from the 
chloroform, and convalescence took place without causing any serious 
anxiety. The temperature rose to 103°6° F. in the vagina and the pulse 
to 120 twenty-four hours after the operation. The temperature then fell 
and fluctuated between 99°6° and 101° for three weeks, after which time it 
was below 100° and the pulse was below 90. There was some difficulty 
with the bowels during the frst nine days; but afterwards they moved 
freely, and the patient then had only to contend with the weakness 
natural after such an operation and with some bronchitis. The discharge 
from the wound was never very copious, but the incision did not com- 
pletely heal for nearly three months, although loug before this the 
patient had gained strength and put on flesh, and was able to get about 
freely. She left the hospital in the eleventh week after the operation. 
She remained under my observation, and soon after she went home the 
upper part of the right side of the abdomen began to enlarge again, and 
there was much colicky pain in the abdomen, especially after food. The 
bowels still required to be assisted by laxatives, but they acted better 
than before the operation. Menstruation was regular. 

The patient was readmitted to hospital on November 20th, 1891, nine 
months after the first operation. The right costal margin was then much 
more prominent than the left, the greatest measurement from the spine 
to the middle line in front being 17$ inches on the right side, and 
16 inches at the same level on the left. The scar was very wide at 
the part where the tubes had been, and was dragged considerably 
to the right of the middle line. To the left of the scar, and close to 
the costal margin, there was a rounded swelling measuring about 
24 inches across and standing out about an inch from the surface of the 
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abdomen. To the right there was a large, smooth, rounded swelling 
reaching well down towards the pelvis and filling the whole of the right side. 
These swellings exhibited the thrill on percussion that is characteristic of 
hydatids ; they were evidently in, or closely connected to, the liver, and 
they were dull on percussion except at their lower margins, which were 
rounded and partially overlapped by the intestines. Above the costal 
margin the percussion note was absolutely dull as high as the level of the 
nipple in front, and was impaired up to the second intercostal space on 
the right side. The absolute dulness behind was bounded above by a 
line crossing the middle line at the level of the spine of the sixth dorsal 
vertebra, and gradually curving downwards on the left. The lungs were 
very greatly compressed, and there was considerable cyanosis, but I 
detected no signs of active lung disease, and although there was a slight 
cough there was no expectoration. The heart’s action was fairly good, 
the pulse usually beating 72 times to the minute. The apex beat was 
felt 65 inches from the middle line in the fifth interspace. The tempera- 
ture was normal or sub-normal. In the right side of the pelvis a small 
tumour was felt by bimanual examination, exactly resembling an ovarian 
tumour and about the size of an orange. On December 2nd I carefully 
opened the abdomen by removing the old scar. After freeing some 
omental adhesions I exposed the smaller and more prominent cyst. This 
I aspirated, laid open, and cleared out in the same way as I had treated 
the liver cyst at the first operation. It contained numerous daughter 
cysts. When all was clear I made a careful examination of the abdomen 
and found a number of small tumours low down in the pelvis. I counted 
five. Leaving them I returned to the liver and cut into the large cyst on 
its inner side, where it bulged into the one already opened. A very 
great quantity of fluid and daughter cysts was removed, but the bulk 
was not measured, as much of it was caught in towels and thrown aside. 
The size of this cavity may be estimated by the fact that after it was 
partially collapsed my sponge forceps, which measure 85 inches beyond 
the handles, did not reach a large part of the upper and posterior 
boundaries of the sac. It was with much difficulty that I got the 
parasitic sac of the main hydatid cyst away. This was very thick and 
firm, and would not fold up sufficiently to come through the opening 
until I had many times seized it and brought away small pieces. At last 
I succeeded in removing the bulk of it in one mass, but many small 
pieces were afterwards washed away with iodine and water. When the 
cyst was thus partially cleared the patient was so blue and collapsed that 
it was out of the question to attempt to remove the other tumours. I 
therefore sewed the opening in the liver to that in the abdominal wall, 
and closed the incision, draining the liver cavity and dressing the wound 
as at the first operation. This second operation lasted an hour and a 
half. The temperature rose to 102° on the day following the operation 
and again on the fifth day, the pulse on the first of these occasions being 
120 and on the second 96. The respirations were not counted above 32 
to the minute. There was an occasional cough and considerable dyspneea, 
but very little expectoration, or other evidence of bronchitis. The lung 
resonance quickly increased, and there was marked tenderness on per- 
cussion over the upper surface of the liver for some days. The cyanosis 
and breathlessness disappeared very gradually, and the feebleness, which 
was extreme for more than a fortnight, was also slowly recovered from. 
The bowels again gave a good deal of trouble for a little more than a 
week, but when they acted freely the patient gained strength more 
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quickly. The discharge from the liver was very profuse, and at times it 
contained a great deal of bile. Hydatid membranes escaped in con- 
siderable quantity at first, and later at intervals, the last observed coming 
away on February 13th, 1892, two months and eleven days after the 
operation. On the twenty-fifth day the drainage tubes, which had already 
been considerably shortened, were taken out and cleaned. The longest 
measured 10 inches. They were gradually shortened, and on January 20th 
one tube was removed. On March 18th there was only one small tube 
remaining, which measured 24 inchesin length. On March 3rd the patient 
was allowed to get up, but the wound was still discharging a large quantity 
of fluid, which was now of a thin, serous character. She went home on 
April 2nd, four and a half months after the operation. The wound con- 
tinued to discharge very freely till about Christmas, 1892. About the 
beginning of December the quantity of discharge began to diminish and the 
wound healed very quickly and has given no trouble since; it had been 
open over 13 months. When the wound healed the patient was about three 
months advanced in pregnancy, and I am inclined to think that the upward 
pressure caused by the enlarging uterus facilitated the healing of the 
wound. After the patient went home she had much colicky pain in the 
abdomen, but she said she felt better while carrying her last child than in 
either of her other pregnancies. After the child was born the patient 
became weaker and thinner and had more pain, and on examination from 
time to time it was evident that the pelvic tumours were increasing in size. 

The patient was readmitted on March 6th, 1894. At this time, except 
for the presence of the cicatrix, the abdomen was quite normal on 
inspection, but on palpation I mapped out three very tender rounded 
swellings in the right side, the lowest being close to the pelvis; the 
highest was the largest and was the size of a small orange. The whole 
abdomen was resonant on percussion, and the liver dulness began at the 
level of the fifth rib and ceased a little above the costal margin below. 
By combined vaginal and abdominal examination I found that there 
were several cysts in the pelvis, but I was not able to say how many. 
The lungs were resonant everywhere, but the respiratory sounds were 
not nearly so free on the right side as on the left, and the patient now 
frequently suffered from bronchitis. On March 12th,two years and three 
months after the second operation, I again opened the abdomen, making 
the incision on this occasion below the umbilicus. The three tumours 
in the right loin and four in the pelvis were brought out and enucleated. 
Each consisted of a hydatid membrane, containing very little fluid, but 
full of collapsed daughter cysts and enveloped in an adventitious fibrous 
capsule. They were attached to subperitoneal connective tissue and to 
neighbouring structures. A fifth cyst in the pelvis was so closely 
connected with the back of the cervix uteri that I cleaned it out and 
drained it as I had treated the sacs in the liver. The cysts removed 
varied in size from that of a large orange to that of a duck’s egg. Before 
closing the wound I examined the lower surface of the liver and found 
some more hydatids under the left lobe, evidently the remains of the 
chain I had felt at the first operation, but they had considerably enlarged. 
It was impossible to manipulate these through the incision already made, 
and I therefore cut directly down on them by a vertical incision a little 
to the left of the middle line and close to the ribs. Three hydatids were 
removed from close to the lower surface of the liver, two being about 
the size of duck’s eges and one the size of a sparrow’s egg. The liver 
seemed to be of fairly normal shape and freely movable, having only 
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loose adhesions to the scar, the upper end of which was considerably 
below the lower edge of the liver. ‘Through these loose adhesions [ felt 
a hard nodule which I thought was another small hydatid, but it was 
enveloped in adherent omentum, and as the operation was already a long 
one, [ thought it unwise to begin what might be a very troublesome and 
prolonged enucleation. This operation lasted over three hours, but it 
was not such a severe proceeding as either of the other two, and the 
patient was not so ill afterwards. During convalescence the highest 
temperature was 100°8° F. on the fourth day, and the highest pulse was 
96 on the second day. The patient was almost free from fever and 
practically well after ten days, but there was a discharging sinus till 
June, when the wound finally healed. On leaving the hospital early in 
June the patient went to a convalescent home for a few weeks, and was 
very well while there ; but after going to her own home she was for long 
troubled by a cough, sometimes accompanied by considerable expectora- 
tion. On October 25th she came to see me on account of a small hernia 
at the lower end of the incision below the umbilicus. This had been 
noticed for five weeks, and was no doubt due to the persistent cough. 
The lungs were not dull on percussion anywhere, but the liver dulness 
was somewhat higher than it should have been on the right side 
posteriorly, and the respiratory murmur was everywhere very feeble. 
There were very few crepitations or rales, and at this time there was 
little expectoration. 

I again saw the patient on Webruary 21st, 1895. She then complained 
of severe pains in the region of the liver, which had continued for about 
seven weeks and were very bad during the prolonged frost, but had been 
rather better since the weather became milder. On examination I found 
the abdomen quite flat; the incisions measured 34 inches, 3 inches, and 
2+ inches respectively, in the order in which they were made. The 
patient’s cough had been much less frequent, and the hernia, which had 
been supported by a pad, was smaller and caused little trouble. The 
liver near the middle line was very tender to percussion and palpation. 
Through the scar of the second operation I could feel a hard nodule about 
the size of a bean, which seemed to be the chief seat of tenderness, and I 
have no doubt this was the hard substance I had felt at the end of the 
last operation. The liver seemed to be smaller than normal in front, but 
its dull area extended rather higher than usual behind. The lungs had 
greatly improved, and, except at the right base behind, the air everywhere 
entered them freely. Since the severe pain in the liver region began 
some eight weeks previously the patient said she had lost flesh, and she 
was very thin. It seemed as if some cyst were developing in or below 
the liver. I hope to keep the patient. under observation, and if there is 
any further deveiopment, I trust that I may be permitted to communicate 
the sequel. 


Case 5. Operation for hydatids in a child 5% years old.—This case was 
that of a child 53 years of age, whose father’s father had died from cancer, 
and whose mother’s sister had died from an internal tumour after middle 
life. The child was one of six—two older and three younger, all being 
very healthy and strong. A lump jin the upper part of the patient’s 
_ abdomen had been noticed for two years. It was gradually increasing in 
size and seemed to be the cause of attacks of pain by which the child was 
occasionally seized. She was under the care of Mr. Soffe, of Harling, in 
Norfolk, and Dr. Benjafield, of Lower Edmonton, had seen her with him. 
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As the diagnosis was obscure, Dr. Benjafield brought the patient to 
consult Mr. Knowsley Thornton, who expressed the opinion that the 
swelling was a hydatid tumour, and it was arranged that 1 should 
operate. When I saw the child there was a tense rounded prominence 
on the front of the liver, measuring about 2 inches in diameter, and its 
central part being behind the upper portion of the right rectus muscle. 
It exhibited a distinct hydatid thrill on percussion. The outline of the 
liver dulness was not altered, but it was rather lower than is usual even 
inachild. The patient was the daughter of a farmer who kept and bred 
dogs, and this child was particularly fond of them, and was especially 
pleased when playing with the puppies, which are often infested with 
tapeworms. The child was brought to lodgings near my house, and on 
April 21st, 1892, assisted by Dr. Benjafield, I cut down upon the swelling, 
opened a hydatid about the size of an orange, and removed the lining 
capsule and the daughter cysts. I found that there was a slightly smaller 
cyst above and close to the first. This was opened and cleaned out 
through the cavity of the first. On examining the parts around I found 
a large number of small growths scattered apparently irregularly over the 
peritoneum. They were about the size of hazel nuts, and I supposed 
them to be hydatid cysts. Three of them were very slightly attached to 
the omentum and were removed. I did not cut into these growths for 
some months, and when I did I found that they were lymphatic glands. 
They were very large glands, even for a child, and I was then under the 
impression that lymphatic glands were not to be found in the omentum. 
I was, of course, prepared to find hydatid cysts in the subperitoneal con- 
nective tissue by the conditions I had observed in the case last related. 
The opening in the liver was secured to the abdominal incision and the 
sacs were drained by rubber tubing. During convalescence there was 
little trouble except from the fractiousness of a somewhat spoilt child. 
The temperature, taken in the groin, and the pulse rose respectively to 
102°6° F. and 120 on the second day after the operation. By the end of 
a week they were down to 97°6° and 96. On the ninth day the tempera- 
ture rose to 103°2° and the pulse to 120 without any cause that I could 
discover. The drainage-tubes had been removed, washed, and reinserted 
some days before, and the bowels had also been moved freely before this 
time. By the tenth morning the temperature was again down to 97°6°, 
the pulse to 96, and a temperature of 99° was the highest recorded after 
this until the child had gone home. The drainage-tubes were gradually 
shortened, and the patient left London five weeks after the operation, on 
May 25th. The tube was then about an inch long, and it was finally 
removed a week later, but the wound did not completely heal till the 
beginning of August. By this time the child had grown much stronger 
and stouter, but a short time after the wound healed she complained of 
much pain in the abdomen and of feeling sick. There was some swelling 
round the scar, and the abdomen was very hard, but there was little if 
any tympanites. The patient vomited at times, was disinclined for food 
and lost flesh, and her temperature rose as high as 102°. Dr. Benjafield 
saw her with Mr. Soffe, and opium and belladonna were administered, 
with hot applications locally. On September 13th Dr. Benjafield reported 
a steady fall of temperature, relief of pain, and improvement of appetite. 
The attack passed off without further trouble, the patient soon grew fat 
and strong again, and she has had no trouble since. Lately, two years 
and ten months after the operation, the child’s mother wrote that she is 
“‘ perfectly well and strong, and never has an ache or a pain.” The cause 
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of the attack of fever and pain four months after the operation in this 
case 1s obscure. I am inclined to think that as the child grew stronger 
the adhesions of the liver to the abdominal wall became gradually weaker 
by the constant movements of the parts on each other, and that the liver 
finally broke loose by a rapid rupture of the remaining adhesions. If this 
explanation is correct, the child’s liver is probably as free now as if there 
had been no operation. 


Case 6. Operation for 789 stones in the gall-bladder.—-The first patient 
on whom I operated for gall-stones had consulted Dr. Stephen Mackenzie 
and Mr. Knowsley Thornton, both of whom had diagnosed the presence 
of calculi and_bad recommended operative treatment. The patient was 
admitted to the Samaritan Free Hospital under my care on June 20th, 
1892. She was a healthy, strong woman 58 years of age, but had suffered 
from frequently recurring attacks of pain in the region of the gall-bladder 
for three years. These attacks began with a very severe one, lasting a 
week, but not accompanied by sickness or jaundice. A year later, in 
July, 1890, there was another severe attack, with sickness, jaundice, and 
clay-coloured stools. The condition of the urine was not noted. This 
attack ceased suddenly, and after it two small calculi were passed by 
stool. The patient was free from pain for some months, and then had 
frequent slight attacks with varying intervals. In February, 1892, she 
had intense pain for a day and a night, ending, as most of the attacks had 
done, suddenly. After this the patient never felt well, having always a 
sense of discomfort and often a dull aching in the hepatic region. 
Jaundice had only been present on one occasion. There was nothing that 
seemed to bear on the patient’s condition in her family history. She 
came of a healthy stock, and except for the conditions described and for 
constipation her own health was excellent. On examination by inspection 
and by percussion there was nothing abnormal in the abdomen, and by 
palpation I could not detect any enlargement of the gall-bladder, but in 
its situation there was some tenderness which varied from time to time, 
being sometimes diffused over a considerable area, and sometimes hardly 
present at all. There was always one tender spot on deep palpation, and 
I judged that this was about the situation of the common bile-duct or 
cystic duct. The patient wished to go to visit a son in a part of Canada 
where she would be out of the way of medical assistance, and this was 
taken into consideration in advising her to submit to operation. On 
July 12th, 1892, I cut down upon the gall-bladder and found it enlarged 
but flaccid. On grasping it between my fingers I could bring its opposite 
sides together, and here and there I could feel and catch hold of a small 
stone. The impression I got was that there were very few calculi, but 
when I had drawn off about an ounce of bile by means of an aspirator, I 
found that there was a very large number of stones in the bladder. I 
made an incision in the fundus and cleared out the contents of the gall- 
bladder by means of forceps, a lithotomy scoop, and sponges. The 
opening in the gall-bladder was fixed by silk sutures to the abdominal 
wound so as to make a fistula. The rest of the incision was secured in 
the usual way, and the gall-bladder was drained by means of a rubber 
tube. Of course, great care was taken to prevent fouling of the peri- 
toneum. There were 789 stones collected and counted. The largest was 
broken. It measured about three-quarters of an inch in its longest 
diameter, and was of irregularly rounded shape. The greater part of the 
stones were smaller than a split pea, many were smaller than hemp seeds, 


246 CASES OF LIVER AND GALL-DUCT SURGERY. 


and the total bulk in fluid measure when they were dried and well shaken 
down was a little over an ounce. JBesides those counted there were 
innumerable very small calculi which came freely through the aspirating 
needle and were seen as mere specks in the bile. Convalescence was very 
smooth. The temperature rose to 101° F. before midnight of the day of 
operation, and it was never above 100° in the vagina after the second day. 
The highest pulse was 80. There was at first a copious discharge of bile, 
but after a fortnight it diminished greatly. The tube was removed on 
the twenty-fifth day. There was very little discharge after this, and the 
patient went home a month after the operation ; but it was about three 
weeks longer before the wound finally healed. The patient gradually 
regained her strength. I last saw her at the end of August, 1893, 
13 months after the operation. She was then about to start for Canada, 
having been detained by the illness and death of a son, which had entailed 
on her much work and worry, but there had been no recurrence of gall- 
stone symptoms. [Since this paper was read I have heard from the 
patient that she continues well. | 


Case 7. Operation for gall-stones.—The next case was that of one of 
Mr. Alban Doran’s patients, but he has kindly permitted me to record it 
here, as I had charge of the case and performed an operation on the 
patient during his temporary absence. ‘‘A woman, aged 42 years, a 
widow, came under my care at the Samaritan Free Hospital in October, 
1893. She was a laundress, taJl and once strong. On August 4th, 1893, 
she lifted an unusually heavy basket of linen. Three days later she was 
seized with abdominal pains, vomiting, and sweating. There was no 
jaundice. After resting three weeks in bed she went to work. Early in 
September another attack of pain came on, without sickness. Dr. Nias 
and Mr. Arathoou attended her at the Marylebone General Dispensary. 
She recovered from the pain, and I saw her on October 10th. There was 
a swelling inthe region of the gall-bladder. On October 14th a severe 
attack of pain occurred. On the 19th the patient was admitted. An 
attack occurred on October 22nd. The swelling grew larger, and the skin 
over it became reddened. Ina few days the pain went away, but the 
redness increased, and the integuments were cedematous. I suspected 
obstruction of the gall-ducts. Mr. Knowsley Thornton, who kindly 
examined the patient, was of a similar opinion, though he thought that 
possibly the swelling might be an inflamed hydatid cyst. On November 
7th I, assisted by Mr. Malcolm, made an exploratory incision along the 
outer border of the right rectus over the middle of the swelling. I found 
under the muscular layers an irregular cavity containing pus, clots, and 
shreds of broken-down tissue. There was hardness behind the cavity. 
A pocket trocar and cannula was thrust into the hard surface, but 
nothing oozed out nor did the trocar touch anything that felt like a 
calculus. I then believed that the cavity might represent an abscess in 
the abdominal walls, developed early in August after a bruise from a 
heavy clothes-basket. I washed out the cavity with iodine water and 
drained it. J did so, believing that if the disease was simple abscess it 
would thus be cured; if it were more than abscess further operation 
could be more safely undertaken when the cavity was rendered aseptic. 
For a few days the patient seemed to be better. I then, on account of 
severe indisposition, left her in Mr. Malcolm’s charge.”* At this time 
the patient was not jaundiced. The abscess gradually contracted until 


* Mr. Doran has kindly written for me the portions in inverted commas. 
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only a sinus remained, but this showed no tendency to heal, and a thin 
mucous fluid oozed up from the bottom of the wound. On examining 
the parts towards the end of November I discovered that I could pass a 
probe through the wound into the gall-bladder, which was evidently full 
of stones. It was arranged that I should remove them, and on December 
2nd I enlarged the opening upwards and extracted a number of stones, 
but, when I had removed all I could find, no bile escaped. It was evident 
that if I did nothing more the secretion from the gall-bladder would 
prevent the closing of the fistula, and but little, if any, good would result 
from the operation. I therefore made a free incision upwards and 
downwards about 34 inches long, opening the peritoneum, separating the 
adhesions of the bladder to the abdominal wall, and cutting out the track 
of the fistula. It was still impossible to handle the gall-bladder because 
the omentum and transverse colon were adherent to it and to the lower 
surface of the liver. These adhesions were also separated until I could 
manipulate the gall-bladder freely. By means of the fingers outside the 
bladder, and a finger or instrument in it, I found and extracted some 
more stones, making 134 inall. The smallest of these was about a quarter 
of an inch in its longest diameter ; most of them were rather larger than 
this, and three or four measured half an inch across; one large one was 
broken. Still no bile escaped, and although I explored thoroughly all the 
under surface of the liver and the parts along the course of the ducts I 
could not find any other stones. I was, therefore, reluctantly compelled 
to close the wound, the gall-bladder being fixed and drained as in the 
previous case. In this instance I also inserted a glass drainage-tube into 
the right loin pouch of the peritoneal cavity to remove quickly any 
discharge from the divided adhesions. Very little serum escaped through 
this tube, and it was removed 40 hours after the operation. The highest 
temperature after operation was 101° F. on the first day, the pulse did 
not rise above 100, and the fever quickly subsided. ‘There was very 
little discharge from the gall-bladder at first, but after the third day 
it increased and was distinctly tinged with bile. On the sixth day some 
fragments of stone escaped, and on the ninth day the dressings were 
soaked with bile. On the tenth day another piece of stone, nearly as 
large as a pea, was found in one of the drainage-tubes, but now no bile 
escaped ; and after this there was never more than a tinge of bile occa- 
sionally in the discharge, which was again scanty: Mr. Doran resumed 
the charge of the case on December 19th, and “the patient was discharged 
in the middle of January, 1894, with a fistula. She called on me 
occasionally. She was readmitted in May. As the fistula had not closed, 
and as a hard body could be felt by the probe and the attacks of pain 
continued, I operated on May 26th, assisted by Mr. Malcolm. First I 
passed a long probe up the fistula. The patient was well under chloro- 
form, yet I could not feel anything like a calculus, though two days 
before I had made the probe touch a body which felt precisely like a 
gall-stone. I opened the upper part of the old cicatrix and cut through 
the fistula in the parietes. After cautious probing I found that the 
gall-bladder could be entered. By means of a probe-pointed hernia knife 
the fistuious opening was enlarged. The finger could be then passed into 
the fundus of the gall-bladder, which was found to be just below the 
level of the fistula. Therefore I cut upwards to the extent of an inch and 
a half. Then I passed in my right forefinger and felt a small stone. By 
manipulation it was extracted. Then I passed a child’s lithotomy sound 
and found the cystic duct dilated with calculi. I pressed my fingers on 


248 CASES OF LIVER AND GALL-DUCT SURGERY. 


the parietes immediately over the upper end of the wound and pushed | 
the stones forward into the gall-bladder. They were then extracted with 
long-handled forceps. They were two in number, one an eighth of an 
inch in its longest diameter, the other over half an inch and much faceted. 
I then passed the lithotomy sound 4 inches up the bladder and duct, 
reckoning from the wound on the surface of the bladder. After deliberate 
exploration no calculi could be felt. A stout red rubber tube was placed 
in the bladder, the thick edges of the wound were united with silkworm 
gut sutures, but the walls of the gall-bladder were not included in the 
sutures as they adhered firmly to the parietes. The wound was dressed 
with alembroth gauze ; towels covered externally by a mackintosh were 
placed over the part and round the right flank. The operation was 
concluded at 10.35 am. Free oozing took place; at 7.20 p.m. it was 
simply sanious, but at 9 p.m. bright green bile escaped. At 9 a.m. on 
May 27th much yellow bile came away. On the morning of the 28th 
the temperature reached its highest, 100°2° in the axilla; a very free 
discharge of bile occurred ; the patient then declared that she was at last 
absolutely free from pain.~ After the 29th the temperature fell to normal. 
On June 16th the patient left the hospital; the fistula had closed. On 
July 17th I saw her; she was in good health ; there was neither pallor 
nor jaundice, nor swelling in the region of the gall-bladder. On October 
19th she had a severe attack of pain, followed by jaundice next day. On 
the 24th I saw her; the jaundice was passing off. The fistula remained 
closed. Early in December I saw her again ; she had felt local pain on 
the day before. On December 28th the patient was seized with severe 
pain in the region of the gall-bladder ; next day her friends noticed that 
she was deeply jaundiced. On January Ist, 1895, she felt better and 
came to see me at the hospital. The conjunctive were yellow. No 
enlargement of the gall-bladder could be detected. A few days later she 
was attacked with bronchitis and was laid up nearly a month. There 
was much loca! pain all the time. After getting up and working fora 
few days she felt a sharp attack of pain; no jaundice was observed, and 
the suffering soon passed off. On February 21st I saw her again. She 
had grown thinner, but her complexion and appearance were healthier 
than at any other time since she had been under treatment. On June 
15th, 1895, she visited the hospital in excellent health, free from jaundice 
and pain. The fistula remained closed.” 

At the last operation Mr. Doran suggested that the large stone he 
removed might have come down the hepatic duct after my operation, and 
it seems to me almost impossible that a stone of irregularly rounded 
shape, and more than half an inch in diameter, could have been passed 
over in the thorough examination which I made if it were anywhere 
outside the liver. Moreover, it would appear from the history that other 
stones had been left after Mr. Doran’s last operation. There is also 
evidence to support the view that the bile ducts may be dilated within 
the liver substance and may form a receptacle for calculi. Mr. Knowsley 
Thornton has put on record a case in which he removed over 400 stones 
from a cavity in the liver close to its anterior surface—a cavity which 
from its situation must have been a dilatation of a comparatively small 
duct. On the other hand,in the case under consideration it is obvious 
that from the commencement of the patient’s illness until the bile flowed 
freely from the wound after Mr. Doran’s last operation the chief trouble 
was due to obstruction of the cystic duct, and that during the whole of 
that time there was only occasional obstruction of the hepatic or common 
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bile-ducts. There seems to me to be a considerable weight of evidence 
in favour of the view that when the patient lifted the heavy basket in 
August, 1893, the big calculus which Mr. Doran removed at the third 
operation was forced into, and became jammed with others in the cystic 
duct, and that I failed to discover them. The difficulty in this case is 
not unique, for from what I know of other men’s work there can be no 
doubt that stones of considerable size may quickly pass down the hepatic 
duct, or that they may be hidden away in corners of the ducts in a most 
extraordinary manner. 


CasE8. Operation for four gall-stones found respectively in the gall-bladder 
and in the cystic, hepatic, and common ducts.—The last of these cases was 
that of a woman who was under the care of Dr. Tresilian, of Enfield, and 
she sought advice mainly on account of yellowness of the skin. She was 
28 years of age, had been married nearly five years, and had no children. 
Early in 1892 she had had an attack of pain in the region of the gall- 
bladder, lasting a few hours, accompanied by slight jaundice, and followed 
by discomfort for a week. She got quite well, and remained so till 
December 11th, 1893, when she had another and more severe attack of 
pain lasting three days. This was accompanied by jaundice, the absence 
of bile from the stools, and its presence in the urine. These symptoms 
did not pass off, and the patient began to lose flesh. In January, 1894, 
there was another attack of pain followed by a constant aching in the 
hepatic region. The patient was admitted to the Samaritan Free 
Hospital on February 12th. Constipation was then extreme, but a stool 
passed the day before the operation, although very pale, was not 
absolutely devoid of bile. The gall-bladder was felt distended and 
tender, and the liver dulness was slightly enlarged. The patient was 
not a strong woman ; she said she had had rheumatic fever four times, 
and there was a slight, harsh systolic aortic murmur. Otherwise she 
seemed fairly healthy, but was of nervous type. Her mother was 
supposed to have shown symptoms of gall-stones. On February 17th 
I opened the abdomen over the gall-bladder. There was no adhesion 
to the abdominal wall, but the omentum was extensively adherent 
around the gall-bladder. After separating the adhesions I opened the 
bladder. It contained no bile, but about an ounce of white secretion and 
two stones. The first of these was barrel-shaped, with a facet at each 
end, although there was no sign of a stone having been placed in front of 
it. Probably before the ducts became occluded, when the gall-bladder 
was liable to distend and collapse, this stone occasionally changed its 
position, sometimes one end and sometimes the other being opposed to 
the deeper calculus. The second calculus was of a similar shape, 
but its inner end had two facets on it, and was therefore somewhat 
wedge-shaped. These stones were removed with the greatest ease. After 
I had sponged out the fluid in the gall-bladder I passed a finger into it, 
and by manipulation with the fingers of the other hand in the peritoneal 
cavity I felt two openings very far back in the cavity of the bladder, and 
could touch a stone in each, whilst outside the bladder I could define 
these. I judged that my finger was in the dilated cystic duct, the curves 
of which had been to a great extent straightened, and that I felt one 
stone in the hepatic duct and one in the common bile duct, both these 
stones being of elongated shape. I attempted to remove the lower one, 
but it was necessary first to dilate the opening. In endeavouring to pass 
a forceps into the duct I suddenly found that I was able to push its 
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closed blades a considerable distance onwards, and after this I could not 
find the stone. <A careful examination failed to show any sign of rupture 
of the duct, and therefore I presume that the stone was pushed into the 
bowel. It was never found in the stools although carefully watched for, 
but possibly it was broken up by the forceps into small fragments. I 
next endeavoured to get out the upper stone, but although I could feel 
the lower end of it distinctly, I failed by any means that I tried to 
extract it until I enlarged the opening upwards with a knife, in doing 
which I pierced the stone, and it at once broke into many pieces. Almost 
immediately after the stone broke bile flowed into the bladder, and this 
facilitated the removal of the fragments. When these had been extracted 
or pushed out by the fingers in the peritoneal cavity, the fundus of the 
gall-bladder was sewn to the edge of the external wound, and a drainage- 
tube was inserted as in the two other cases. In this case also I placed a 
glass drainage-tube in the loin pouch. Convalescence was uneventful. 
The highest pulse was 96. The temperature in the vagina rose to 101°4° 
in the evening of the second day after the operation, but came well down, 
as low as 99° F., on the fourth day. On the fifth day the patient’s 
condition was satisfactory in every respect. A saline purge was 
administered in repeated doses, and was followed by sickness, distension, 
abdominal pain, and a rise of temperature to 101°2°. All attempts to 
move the bowels by purgatives were stopped, and although the patient 
vomited a great deal of green fluid, the sickness gradually ceased, the 
temperature fell, and the pain passed off. On the seventh day some very 
hard masses of feeces were passed after an enema had been administered, 
and the bowels gave no further trouble. The glass tube was removed 
48 hours after the operation. There was little discharge of bile from the 
wound at any time, the urine quickly ceased to contain bile, the stools 
became normal, and the jaundice very slowly disappeared. The patient 
went home three weeks after the operation, but it was six weeks before 
the wound healed, and it reopened four times, discharging a little matter 
and quickly healing again each time. The last occasion was in July. 
On February 22nd, 1895, more than a year after the operation, the 
cicatrix was merely a line with a slight pucker at the point where 
the drainage-tube had been, and was quite free from irritation. The 
patient had a very sallow complexion, and she said that this was some- 
times more obvious than at others. She had had no pain in the region 
of her liver since the operation, and had been able to do her house-work 
without trouble. She said that she sometimes felt depressed and lazy, 
when a purgative would put her all right again. I think there is no doubt 
that she had been neglecting to attend to the condition of her bowels. 


The difficulties illustrated by these cases may be divided into 
those of diagnosis and those of manipulation. 

Difficulties of diagnosis may be insurmountable except after an 
exploratory operation, and, as in my first case, it may be impossible 
to make a definite diagnosis even after the abdomen is opened. 
Such cases must be rare, but the diagnosis between malignant 
disease and gall-stones is often extremely difficult and is of the 
utmost importance. The difficulty and the importance of making 
an exact diagnosis are increased by the fact that the two diseases 
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are not unfrequently found together, and that there seem to be 
grounds for believing that the irritation of gall-stones may be the 
cause of a malignant growth, just as irritation of the lip, rectum, 
or scrotum, may induce cancer in these parts. If this be a fact, 
it constitutes a strong argument in favour of a resort to operative 
treatment in all doubtful cases, and against delay when a definite 
diagnosis of gall-stones is made, and when the patient is perma- 
nently or repeatedly and seriously inconvenienced by them, 
although life may not seem to be immediately threatened. In 
favour of operation in these cases, there is also the fact that gall- 
stones sometimes, by persistent pressure, ulcerate a way through 
the ducts without giving rise to alarming symptoms until a great 
deal of mischief has been done. 

On the other hand it must not be forgotten that the removal of 
gall-stones is, or rather may be, a very dangerous proceeding. If 
the operation were always as simple as in the first case I have 
related, the surgeon would have lttle hesitation in recommending 
the removal of calculi whenever the symptoms were troublesome. 
There are, however, in these operations not only certain dangers 
which the patient must undergo in every case of abdominal section, 
but, if it is difficult to diagnose the existence of gall-stones, it is 
far more difficult to say in what particular part of the ducts they 
may be situated, and what particular steps will be necessary for 
their extraction. Another argument against a too hasty resort to 
operation is to be found in the fact that a spontaneous cure is not 
uncommon. <A short time ago my colleague, Dr. Amand Routh, 
asked me to see a woman with a greatly enlarged gall-bladder and 
symptoms pointing to the presence of a calculus in the cystic duct. 
We examined the case together and recommended an operation. 
There was, however, no great urgency, so we sent the patient 
home, telling her to keep quiet in bed, and she was admitted to 
hospital a week later. At this time the gall-bladder was not to be 
felt, and the patient told me that the lump had disappeared on the 
day after her first visit. Such an experience must have come 
under the observation of many of the Fellows. Nevertheless, when 
a patient is seriously ill, and especially if there have been repeated 
attacks of gall-stone colic, it seems to me unwise to lay any stress 
on the argument that a spontaneous cure may take place. We 
cannot possibly tell whether it will or not, and while the patient is 
waiting for such a possibility, serious mischief may be done. 
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Difficulties of manipulation are well shown by the hydated case 
on which I operated three times, and by the two last gall-stone 
cases. If it be a fact that gall-stones may come rapidly down from 
a dilated portion of the ducts in the interior of the liver, it is 
obvious that the complete removal of them may sometimes be 
impracticable. The possibility of such a rapid descent of stones 
from the inner ducts is a strong argument against the practice, 
advocated by some, of sewing up the wound in the gall-bladder 
and dropping it back into the peritoneum after the removal of 
calculi. This is theoretically the most perfect operation, but when 
the method by the formation of a fistula can be carried out it is 
safer to adopt that plan. 

Concerning the dangers to be avoided, I take it that it would be 
out of place in this Society to insist on the necessity for the careful 
use of antiseptic precautions. In liver surgery, unless—as in 
cases of multiple abscess—when the parts are thoroughly poisoned 
before the surgeon sees the patient, it is usually possible to avoid 
septic mischief. The surgery of the liver is also to a great extent 
free from those dangers of abdominal surgery which are due to 
irritation and obstruction of the bowels. The gland and its ducts 
are completely shut off from the more mobile parts of the gut by 
the disposition of the transverse colon and its mesentery, so that 
it is usually possible to prevent the small intestine from being 
exposed to, and, therefore, from the risk of becoming adherent to, 
raw surfaces, whilst any adhesions of the colon which take place 
are not likely to interfere with its lumen, and are, therefore, com- 
paratively harmless. JI may here point out that these advantages 
are also obtained in many cases of intra-peritoneal operations for 
the removal of the kidney, for if this organ be approached from 
outside the colon, any raw surfaces made are little liable to come 
in contact with the small intestine. 

The disposition of the colon and its mesentery under the liver 
also makes the drainage of the parts comparatively easy, and thus 
greatly facilitates treatment by operation. The dangers of 
septicemia and the dangers from intestinal troubles, which are 
constant factors in all abdominal surgery, and which cannot be 
neglected with impunity, have been completely avoided in the 
cases I have related. 

The danger of hemorrhage can scarcely be said to be illustrated 
by these cases, but in the first of them the bleeding from the 
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puncture wound was really alarming for a time, although I was 
well acquainted with the fact that small wounds of the liver bleed 
freely at first and have a tendency to stop spontaneously, or on the 
application of pressure. I have only once seen a wound of the 
liver that threatened to continue to bleed to a dangerous extent. © 
It was a tear about an inch long in the edge of the liver made in 
separating an adhesion to a large tumour of the uterus, and even 
after sponges had been packed against it during the greater part 
of a long operation, the hemorrhage was much too free to be left 
unheeded, when I was ready to close the wound. With a fine 
needle I passed a piece of silk three times through the liver 
substance half an inch from its edge, and at intervals of about a 
third of an inch. The silk was made firm, but, of course, was not 
drawn so tight as to tear the liver substance, and the bleeding was 
at once arrested without any subsequent trouble to the patient, 
who is now quite well, two years having elapsed since the date of 
the operation. 

The dangers of shock were brought prominently before me by 
the first case of hydatids that I have related. If I had attempted 
to remove or clear out all the hydatids I could find at the first 
operation, there can be little doubt that the patient would have 
succumbed before I had finished. Nevertheless, I have long been 
of the opinion recently expressed by Konig * that, within reason- 
able limits, a prolonged laparotomy does not necessarily lead to a 
serious degree of shock—that the danger of death from shock 
depends more on what is done than on the time taken in doing it. 
Of course I fully recognise that the condition of the patient is of 
the utmost importance in this connection, and that at times it may 
be wise to sacrifice a great deal to speed in operating. 

As an illustration of the view advocated, I may point out that in 
the first case of hydatids above recorded the second operation was 
by far the most dangerous of the three, although it only occupied 
about half the time required for either of the other two. 

These difficulties and dangers have occurred to me as being 
those most obviously suggested by the cases I have related, and in 
conclusion I would suggest the following points for discussion :— 


1. The evidences by which we can diagnose gall-stones from 
cancer. 


* “Centralblatt fiir Chirurgie,’ No. 4, quoted in ‘Brit. Med. Journal,’ 
Epitome 1895, vol. i, p. 26. 
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2. The possibility of gall-stones being overlooked in the ducts, 
and the possibility of their collecting in the ducts within 
the liver substance and rapidly descending after other 
stones have been cleared out of the gall-bladder or lower 
ducts. 

3. The length of time after infection at which a patient may be 
considered safe from a further development of hydatids. 

‘4. The fact that in the third operation on my first case of 
hydatids, I removed anumber of cysts in which the daughter 
cysts were shrivelled up as if dead, although the tumours 
had been growing very recently, and had shown no sign of 
a diminution in their size immediately before the operation. 


Mr. Doran observed that at the second (December) operation the 
author had dissected up the gall-bladder so that he coul1 pass the fingers 
in all directions, and had also explored the bladder internally, probing 
the ducts. After the operation the obstruction seemed to have com- 
pletely ceased. Mr. Doran concluded that the big stone (which he held 
in his hand) could not have been in the gall-bladder or the cystic duct at 
the time of the operation in December, 7.e., six months before he himself 
had removed it. The question he would like to put to physicians and 
pathologists generally was as to how long a time it took for gall-stones to 
form? Such a stone as he held in his hand was not an easy thing to miss, 
and he raised the question as to the possibility of its having formed 
between December and the following May. It might, on the other hand, 
have been in an hepatic duct or in some dilatation of the liver ducts when 
the December operation was performed. If anyone took the view that it 
was in the hepatic duct at that date, he would have to account for its 
facets, which must have been due to the pressure of other calculi. If 
this big calculus had formed in an hepatic duct since the operation, how 
did it become faceted? By studying this aspect of the case the author 
and Mr. Doran might arrive at a useful conclusion as to the treatment of 
such cases in the future. They had examined this patient last week, and 
she was at present quite well. Mr. Doran asked whether, with this great 
uncertainty as to the formation of gall-stones, it was good practice to 
remove the gall-bladder? He had mentioned this case to Mr. Mayo 
Robson, who had remarked that cholocystectomy was not necessarily 
harder after cholecystotomy. After the first operation so much in- 
flammatory deposit formed outside the gall-bladder that cholecystotomy 
became practically an extra-peritoneal operation. The useless gall-bladder 
could be shelled out of its bed without interfering with any other 
abdominal organ. 

Mr. ArsutHnot LANE said it had been his good fortune to operate on 
a large number of cases in which the demand for surgical interference 
arose directly or indirectly from the presence of gall-stones. He con- 
cluded that the diagnosis in these cases was easy and the results of 
surgical interference good, provided, of course, that the patient had not 
been allowed to lapse into a hopeless condition. As this form of surgery 
was in its infancy, surgeons would probably continue to be called upon to 
act in cases in which, owing to delay, the prospects of success from 
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operation had become very small. Yet the medical attendant, in deciding 
as to the advisability of recommending an operation, would necessarily be 
influenced by these unfavourable cases in which the failures could not 
fairly be laid at the door of surgery. Gradually, however, the body of 
the profession would become familiar with the signs and symptoms of the 
cases in which the surgeon could render service, and would learn to. 
recognise the excellent results which might be obtained by timely inter- 
vention. It was less pleasant to relate one’s failures than one’s successes, 
but the former were often most instructive. He, therefore, proposed to 
bring before the Society brief notes of his unsuccessful cases, when it 
would be seen that in only one did death result from a condition which 
at the present time might justly be regarded as avoidable :— 


About three years ago I operated on a female patient who had suffered 
from a stone in the common hepatic duct for several years. The stone 
could not be crushed, and had to be removed by incision. The opening 
in the duct was closed with difficulty—I fear imperfectly—and a large 
glass drainage-tube placed in the pouch in its vicinity. She died on the 
third or fourth day somewhat unexpectedly. I did not see the patient 
after the operation, and what meagre details I gathered led me to assume 
that death probably resulted from peritonitis, I may say that this is 
the only case of this kind in which I have relied solely on a glass 
drainage-tube, and I have little doubt in my mind that had I at that 
time been familiar with the use of gauze packing, my patient would not 
have succumbed. For this death, then, I consider my treatment respon- 
sible, but it was the best I knew of at the time. 

The second case was that of a man who had been jaundiced for about 
14 years, and who was subject to frequent exacerbations of the jaundice 
with fever and considerable prostration. He was much emaciated and 
very feeble. I found the gall-bladder full of bile and the common hepatic 
and common bite ducts filled with stones. Owing partly to difficulty of 
access and partly to anxiety about his condition on the table, I rapidly 
established communication between the gall-bladder and duodenum by 
means of Murphy’s buttons, considering that as there was much bile 
present in the gall-bladder it might continue to pass in sufficient quantity 
through that cavity. His colour and condition improved somewhat after 
the operation, but only for a time. The button was passed in a fortnight. 
At the end of two months all but two days after the operation he became 
suddenly worse and died in a few hours. At the post-mortem Dr. Perry 
found a small perforating ulcer in the duodenum proximal to, and at 
some distance from, the fistulous communication, for the cause of which 
he was unable to give any definite explanation. The ducts in the liver, 
as well as the common hepatic and common bile ducts were stuffed with a 
large number of calculi. It is obvious that at this late stage no surgical 
measure could have been of any avail. 

The third case was that of a woman who had been deeply jaundiced 
for four years. She came into Guy’s Hospital in a very feeble condition, 
being delirious during the greater part of the three days following her 
admission. The colon was fixed to a shrunken gall-bladder. Several 
large stones were removed by incision from the common bile duct—one 
large one, however, slipping up into the right hepatic duct out of reach. 
A rubber tube was placed in the duct and gauze was packed about it. 
Though she bore the operation very badly, the free escape of bile through 
the tube seemed to improve her condition during the two days after the 
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operation, but on the third she lapsed into a very feeble state, and 
died on the fourth. Here again, though the operation telescoped slightly 
the duration of her life, it could hardly be made responsible for her death. 

One thing is pretty obvious, namely, that patients who have been 
jaundiced for long and who show signs of delirium do not lend themselves 
readily to surgical interference. We warit to get hold of these cases 
before such dangerous and almost hopeless symptoms develop. 

The fourth case is one of such considerable interest and rarity that I 
intend publishing it in the ‘Transactions of the Clinical Society.’ The 
patient was a woman who had suffered from jaundice for four or five 
months. Four days before I saw her, while straining violently at stool, 
she felt a sudden tearing pain in the region of the gall-bladder, which 
rapidly became excruciating. A large tumour developed in this position. 
Her condition became rapidly worse after this, and when I saw her she 
was practically moribund. I explored the abdomen at once, and found 
that the gall-bladder, with the common bile and hepatic ducts, were 
enormously distended with blood clots. After death this was seen to 
have resulted from a rupture extending through the gall-bladder and 
adjacent surface of the liver, the ducts in the liver also being distended 
with blood clot. Here again the operation was in no way responsible for 
her death, but was undertaken on the bare chance of its affording her 
some relief. 


Mr. Henry Morris, in regard to the author’s cases of hydatids of the 
liver, observed that the existence of several cysts was a point of great 
importance in prognosis and treatment. Some years ago he had operated on 
a case, which he had seen with Dr. Powell. One cyst was cured by tapping, 
another by incision after failure of tapping, and a third cyst was removed 
by operation ab witio; still there were other hydatids in the abdomen, 
and these went on gradually developing. It was nevertheless remarkable 
how long the patient lived and how well he seemed to be. One of the 
eysts was in the left lobe of the liver, another in the spleen, others were 
disseminated in various parts of the omentum. The man was a baker, 
and absolutely declined any further operation, and Mr. Morris did not 
feel at all sure that his life was not just as comfortable and quite as 
prolonged as if other operations had been performed. These cases of 
multiple cysts were probably very unfavourable for operative treatment, 
owing to the tendency of small cysts to increase and for new ones to develop. 
Speaking with regard to hydatid cysts of very large size, Mr. Morris 
said he had on one occasion to operate on a case which, like one of 
the author’s, presented a great resemblance to an ovarian cyst; it had, 
indeed, been tapped on that assumption in another London hospital, and 
a clinical lecture was given upon it by a member of the staff as a typical 
case of ovarian dropsy. When Mr. Morris operated, by an incision in 
the median line, he turned out an enormous quantity of hydatid daughter 
cysts. The parent cyst practically filled the abdomen and grew from the 
under surface of the liver. It also reached down into the pelvis, filling 
Douglas’s pouch and its connection with the fundus and back of the 
uterus, and other structures in the deep pelvis were so tenacious that they 
could not all be separated. He removed the greater part of the cyst and 
stitched the edges of the hepatic portion to the abdominal wound, but the 
patient subsequently sank from shock. With reference to the cases of 
gall-bladder surgery Mr. Morris remarked that there was still much to be 
learnt as to the time it took for a gall-stone to form. He inclined to the 
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opinion that many of these stones arose from obstruction in the ducts, and 
he thoughé the rapidity of their formation depended upon the rapidity with 
which the mucus and cells cast off by the walls of the obstructed gall- 
bladder or ducts underwent degeneration into cholesterin. Many such 
stones were doubtless formed within the small biliary tubes of the liver, 
while others were unquestionably formed in the gall-bladder, If any- 
thing interfered with the due relation between the elements of bile which 
were solvents of cholesterin, namely, the biliary salts, and the amount 
of cholesterin to be dissolved, ze, if there were a disproportionate 
amount of cholesterin in the bile pent up in the ducts or gall-bladder, 
there would consequently be comparative rapidity in the formation of 
such concretions. If bile were stationary in the gall-bladder or in the 
ducts, and the cells from the mucous membrane were rapidly detached, it 
would undergo changes which would increase the quantity of cholesterin 
and tend to the rapid formation of calcuh. He had no doubt that 
many stones which came away after cholecystotomy had been per- 
formed were formed subsequent to the operation. In a case which 
he had reported in the ‘British Medical Journal’ (February 2nd, 1895), 
he had removed at the time of operation 49 stones from the gall-bladder 
of a lady. These stones were so tightly packed that he had great difficulty 
in dislodging the first one. He had examined carefully the ducts and 
the interior of the gall-bladder without discovering other stones. Yet 
in the course of the next year or two this patient passed several calculi 
through the fistula, and on one occasion he had removed 11 calculi at a 
sitting from the fistulous track. He had no doubt that these stones had 
formed from the deposit of cholesterin from the walls of the gall-bladder. 
He did not consider that the presence of the facets on Mr. Doran’s stone 
was of very great significance. They might be produced by the churning 
of that stone and the two smaller ones removed at the same time in a 
mixture of mucus and bile. The question as to the rate of formation of 
biliary calculi was one of great interest. They were in ignorance as to 
how gall-stones were really produced. No doubt fresh light would be 
thrown on the subject now that surgeons had turned their hands to 
operating upon these cases, and with such success. He added, 
however, a word of caution with regard to the degree of success that 
attended operations in these cases. Mr. Lane had been candid in giving 
them his unsuccessful cases, but he thought Mr. Lane had expressed the 
general results in rather too “couleur de rose” a manner. Although 
many operations undertaken for this purpose were very successful, there 
were others in which the results were unfavourable and the operations 
very difficult. Thus, if the gall-bladder is very contracted, with stones 
in the common duct, and with long standing jaundice, the results of 
operation are by no means favourable, and both the immediate and 
remote risks are considerable. Many such patients died, if not from 
hemorrhage or shock, yet from peritonitis or from their inability to meet 
the requirements of repair. It is well known how troublesome it is to 
check hemorrhage in persons whose blood is saturated with bile. When 
there is no jaundice, when the gall-bladder forms a distinct tumour, 
and the calculi are contained in the gall-bladder or cystic duct, 
Mr. Morris agreed that there is no branch of abdominal surgery more 
easily performed or in which there is a greater degree of success 
attainable. 

Mr. Gop.ezE, referring to the mode of origin of gall-stones, said he had 
once opened a small tropical abscess, or what was thought to be such, 
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through one of the lower intercostal spaces in front, in a gentleman who 
had been in India, and in it he had found a number of small stones 
marked with facets, though they were in a much larger cavity than they 
could possibly fill. In ilustration of the difficulties of diagnosis, he 
alluded to the case of a patient under his care some years ago at Brompton 
Hospital. She hada tumour in the right lumbar region, the nature of 
which was extremely doubtful. He cut down upon the tumour, and no 
doubt made a mistake in diagnosis. He fonnd the transverse colon 
adherent to the ¢;ll-bladder, and on separating these adhesions he felt a 
solid tumour occupying the place of the gall-bladder and another small 
one in the liver. He thought the tumours were malignant, and so closed 
the wound and gave in consequence a bad prognosis. The patient went 
on for two years suffering g, as before, from pain and constipation, and then 
she passed a large gall- stone and the tumour disappeared. What had 
become of the other “hard mass he had felt, he did not know. It might 
have been a smaller stone lodged in one of the ducts of the liver, or 
possibly might even now turn out to be a new growth. 

Mr. Matcoum, in reply, said that Mr. Doran and himself were not 
quite at one with regard to the case they had had in common. It had 
seemed to him that there never had been any prolonged obstruction of 
the hepatic or common bile ducts. The jaundice had never lasted more 
than a few days, and the whole trouble seemed to be due to an obstruction 
which was persistent in the cystic duct from the beginning of the illness 
when the patient lfted the heavy basket in August, 1893, until the 
healing of the wound after the third operation in March, 1894. His 
own impression at the time was that he had overlooked the stone in 
question at the second operation. In one of Mr. Lane’s cases it was 
stated that he had been able to push up a calculus which disappeared 
into the ducts within the liver substance, and that case encouraged the 
idea that the stone which Mr. Doran had subsequently removed might 
have come down after his (Mr, Malcolm’s) operation. Mr. Morris had 
also expressed the view that calculi might form very rapidly, and this 
was another possible explanation of the presence of the big stone removed 
by Mr. Doran. Mr. Malcolm thought the fatal cases referred to by 
Mr. Lane added greatly to the interest of his paper, and that they showed 
that these cases were not always easy. He pointed out that in 
Mr. Morris’s case of multiple hydatids, the parasites appeared to have 
been entirely confined to the organs and tissues in the abdominal cavity, 
as in the case related in the paper. 


A CASE OF MICROCEPHALUS, TREATED BY LINEAR 
CRANIECTOMY. 


By Wm. Watts Orp, M.D., M.R.C.P., and Howarp Correrett, 
EUR: Rng. 


DESCRIPTION OF THE CASE BY Dr. Watuis Orb. 


L. 8., a female child, aged 19 months, was first seen by me 
on July 28th, 1893, at the West End Hospital for Nervous 
Diseases. She was kindly transferred to me by my colleague, 
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Mr. Work Dodd, to whom I am indebted for the ophthalmic notes 
on the case. She had been brought to him on the previous 
day, because the mother feared that the child was losing her 
sight. 

The family history was as follows :— 

There was no history of insanity or any nervous trouble either 
on the father’s or on the mother’s side. The mother had had 
three miscarriages, then two living children, of which the patient 
is the younger. The other child is “nervous,” but is otherwise 
in good health. 

The child was born at full term; there was no difficulty at 
the birth, and no instruments were used. The mother describes 
her as “a beautiful baby” till 13 months old, when she had 
‘influenza and inflammation of the tonsils,” followed by “ gastric 
fever.” In April, 1894, when 16 months old, she was suddenly 
seized with fits. These fits, as far as can be made out from the 
history, were general convulsions, not localised or unilateral, but 
marked by an extreme degree of opisthotonos. She is said to 
have had 60 fits in five days. When these fits passed off the 
child began to waste, and her health became variable. On some 
days she appeared quite well, on others languid and unable to 
move. The mother thought that she was losing power in her 
limbs, and about six weeks after the fits she thought that the 
child, which had been previously bright and intelligent, did not 
“take notice” as much as formerly. This symptom increased, 
and, finally, the mother was induced to take the child to the 
hospital on this account. 

When I first saw the child she was fairly well nourished, but 
in a very feeble condition. She was quite unable to maintain 
a sitting position for any length of time, quickly tumbling over 
in any direction, backwards, forwards, or sideways. She had no 
idea whatever of standing or walking. The normal relations of 
size between the cranial cavity and the face, as seen in young 
children, was reversed, the face region being proportionately 
much larger than normal, as compared with the cranial region. 
This difference was not of an extreme type, such as may be seen 
in an idiot asylum, but was so marked as to attract immediate 
notice. There was no trace whatever of any fontanelle, and 
I will here draw attention to a most important point in the history 
of the case, one which I think bears largely upon the result, viz., 
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that the mother states that within a few days of the birth 
of the child, the nurse who was in attendance on her called her 
attention to the fact that there was no ‘‘soft spot’? in the baby’s 
skull. 

The child was dull and apathetic. She was easily roused by 
loud sounds, and would turn her head in the direction from which 
she imagined them to come. She was not attracted by objects 
moved before her in order to catch her sight, unless these were 
of a bright or luminous character, such as a flaming match. In 
the same way she was unaware of the presence of anyone 
approaching her cot quietly, but if any noise were made she 
instantly turned her head in the direction of the visitor. She 
apparently could distinguish her mother by her voice, but not 
by her appearance, trom the nurse. She was unable to feed 
herself, and altogether was in a condition that has been aptly 
compared to that of a jelly-fish. Mr. Work Dodd kindly 
examined the eyes on several occasions. He could find nothing 
abnormal in the fundi, or in the media, and there was no 
paralysis. The loss of sight seemed to be due to no defect 
in the visual apparatus, but to a weakness of the power of 
perception, analogous to the weakness elsewhere in the body. 

The child was kept under observation for a week. During 
the time she appeared to grow more feeble, and on several 
occasions I was unable to attract her attention even by a bright 
light. This condition, however, seemed to vary, and at other 
times she would appear to be attracted by persons passing 
between her and the windows. There was no actual paralysis of 
the limbs, no apparent loss of sensation, and the knee-jerks were 
slightly exaggerated. 

Under these circumstances I asked my colleague, Mr. Edward 
Cotterell, to see her with me, and as the child appeared to be. 
steadily losing ground, and the symptoms and appearance seemed 
to point to a possibility of increased intra-cranial pressure, he 
advised operation with a view to its relief. Accordingly, on 
August 9th, Mr. Cotterell trephined the right parietal bone, rather 
above its centre, and with cutting forceps removed a channel of 
bone about 14 inches long, and $ inch broad in a forward direc- 
tion. There was a rise of temperature on the following day, but 
this dropped to normal on the 11th. The child remained in about 
the same condition. | 
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On August 23rd Mr. Cotterell reopened the wound, and removed 
a similar strip of bone about 24 inches in length in a backward 
direction, starting from the trephine hole. There was no rise of 
temperature after this operation, but in a few days the child 
certainly began to take notice of persons moving about the ward, 
and to watch what was going on. She also seemed to be gaining 
power in the muscles of the back, Mr. Cotterell thought that 
further operation would be beneficial, and accordingly on 
September 4th and 13th he repeated the above operations on the 
left side. Neither of these operations were followed by any 
severe consequences, but on September 19th the patient had a 
sharp attack of jaundice with some rise of temperature. She 
recovered from this, and soon began to manifest symptoms of 
great general improvement, ‘She appeared to notice all going on 
around, any slight noiseless movement being sufficient to attract 
her attention. She soon sat up and played with her toys, and 
began to evince a desire to stand, holding on by the sides of her 
cot. She remained in hospital until the middle of October, 1893, 
when she went back to her own home. I have seen her since 
from time to time. Her progress has been that of an ordinary 
child, and has been uninterrupted. She has had no return of fits. 
She seems quite intelligent; the sulci can still be felt on either 
side of the median line of the skull. 

The remarkable improvement after operation in this case is, 
I think, worthy of note. With regard to the condition, micro- 
cephalus, there are two views as to its etiology. One of these, 
described by Virchow, regarded the condition as one of too 
early synostosis of the cranial bones. A later theory, sup- 
ported by the majority of the authorities on the subject of 
idiocy, ascribes the primary defect to a want of development 
of the brain itself, the smallness of the bony covering being 
secondary. I think without doubt that the majority of cases 
are of this class, and that little intellectual improvement can 
be expected from operation. But I am convinced that there 
is a certain small proportion of these cases in which the 
bones are primarily at fault, and I think that the case under 
question, viewed from the point of view of its history, the 
non-existence of the fontanelle at birth, the good health of the 
child during its first year, the grave symptoms coming on at the 
time when the special centres were beginning to be called into 
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activity —and of its improvement after operation, is to be regarded 
as one of this class. It may be impossible to distinguish clinically 
between these two types, but the operation, although it appears 
to be a severe one, is not so in reality. In eight cases, which 
have been kindly operated on for me by Mr. Clutton, and 
Mr. Cotterell, I have only seen serious effects from the operation 
im one, and that was a continued hyperpyrexia, such as has also 
been noticed by Mr. Victor Horsley in these operations, and which 
he attributes to the derangement of some thermo-taxic centre in 
the cortex.* I think one is fully justified in advising operation 
in all these cases, improvement, of greater or less degree, being 
almost constant, and danger from the operation not being exces- 
sive. In the cases in which there is no mental improvement, 
there is certainly relief from what appears to be the pain of 
severe headache, the patients, who were previously restless and 
continually screaming, becoming quiet, tractable, and apparently 
comfortable. | 


Remarks BY Mr. Hpwarp CoTrrTEeReELu. 


I am entirely in accord with Dr. Wallis Ord respecting the 
etiology of this class of cases. All the symptoms point to 
a very gradual compression of the brain and to cortical irritation. 

In these cases the bones of the skull are found much thinner 
than normal, and there is often little or no diploe to be seen, 
whilst the compact tissue is so compressed that it gives an 
increased hardness to the bone, so that a large amount of force 
has to be exerted in order to cut through it with the forceps. 

When the strip of bone is removed the dura mater will be 
usually found to bulge up into the groove, showing that there is 
increased intra-cranial pressure. 

In performing linear craniectomy there are two things we have 
specially to avoid, namely, shock and hyperpyrexia. 

The shock may be caused by a too prolonged and severe 
operation, combined with hemorrhage. Children stand hemorr- 
hage very badly, and everyone who has had any experience in 
operations, where the scalp is involved, knows that the arteries 
of this region are not the easiest to secure, and that the length 


* In this case the child recovered after the use of the graduated bath four 
or five times daily for a fortnight. 
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of time the child is on the operating table is often prolonged 
from this cause. By performing linear craniectomy in sections, 
that is, by dividing it up into two or three operations each side, 
severe shock from the operation itself is avoided, and in my 
experience hyperpyrexia does not occur. My method of perform- 
ing this operation is briefly as follows :— 

The child being anesthetised, a piece of india-rubber tubing is 
wound round the head below the occiput behind, and in front 
reaching down the glabella. The ends of this improvised 
Esmarch tourniquet are secured with a pair of pressure forceps. 
The scalp is rapidly reflected, and if the band has been properly 
applied there will be no hemorrhage. The trephine is applied in 
a suitable position without first removing the periosteum, and the 
opening elongated with bone forceps. The amount of bone 
removed at each sitting must be regulated according to the con- 
dition of the child, but it is much better to remove too little, than 
too much, at a time. When the amount of bone adjudged neces- 
sary has been removed the scalp is sutured together, leaving each 
end slightly open to provide for drainage. The dressings are 
then applied, and pressure being well kept up, the india-rubber 
band is loosened, and a capeline bandage quickly and firmly 
apphied. 

In all the cases I have treated in this way there has been 
no necessity to dress the wound until the eighth day, when the 
stitches can be removed, and the incision will be found to be 
healed. 

The improvement both mentally and bodily in the case related 
by us has been very marked, but not more than may be expected 
in other cases of a like nature. Moreover, it is now nearly 
18 months since the date of the last operation, and we have every 
reason to hope that this improvement will be maintained. 


Dr. SHUTTLEWoRTH said he had had under his observation three cases 
of microcephalus, in idiots, in which only the slightest benefit had 
followed the operation. He agreed, however, that the operation could no 
longer be ranked among those described by Jacobi at Rome as “ the rash 
feats of indiscriminate surgery,” for in some of the cases, at any rate, 
there was evidently something more than ordinary congenital micro- 
cephalus to be dealt with. He pointed out that the term “ microcephalus ” 
was usually restricted to heads of which the circumference did not 
exceed 18 inches. In the authors’ case, however, though the circum- 
ference was upwards of 19 inches, the absence of all yielding about the 
fontanelles pointed to premature ossification, and that was the point upon 
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which the advisability or otherwise of the operation must depend. He 
admitted that the cases he had referred to were all well marked examples 
of ordinary congenital microcephalus, in which no one would have 
expected any benefit to follow the operation. In these cases there was 
evidently an arrest of development of the brain itself at the fifth or sixth 
month of intra-uterine life, and the skull was consequently small. These 
ought not, therefore, to be described as examples of premature synostosis. 
He referred to a typical case, for many years under his care, of an adult 
who died, aged 29, in which Professor Cunningham had remarked that 
the bony sutures were even then not yet firmly synostosed. 

Mr. ArsuTHNot Lane asked whether the description of microcephalus 
could correctly be applied to the authors’ case. 

Dr. Orp, in reply, said that his colleagues had agreed that the case was 
really one of microcephalus. There was no evidence of tumour or 
tubercular disease within the cavity of the skull, and the child did not 
experience the pain which one would have anticipated had there been 
any tumour or meningeal trouble. It was operated upon on the assump- 
tion of its beng an instance of premature synostosis, and the result of 
the operation appeared to bear out this view. He admitted that it was 
not an extreme case, such as those referred to by Dr. Shuttleworth, in 
fact there was not any primary atrophy of the brain, the primary mischief 
being in the bones of the skull. 


March 11th, 1895. 


A CASE OF HYSTERICAL DEAFNESS, WITH SOME 
REMARKS ON THE DIAGNOSIS AND TREATMENT 
OF THis APPECTION. 


By Hzctror W. G. Mackenzie, M.D., F.R.C.P. 


Hystpricat deafness is a condition as to the real existence of 
which considerable scepticism exists in some quarters. Very 
httle is said on the subject, either in text-books treating of 
hysteria, or in treatises on diseases of the ear. Very few cases 
have actually been recorded. Some think it highly improbable 
that it ever occurs, and suggest that in the supposed cases the 
patient has been malingering. 

Now there is no form of disease in which experience is more 
useful in assisting us to arrive at a correct diagnosis than in the 
case of hysterical affections. 

It is needless to add that there is no form of disease in which it 
1s more important that a correct diagnosis should be arrived at. 
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Hysteria always implies curability. JI cannot recall any 
hysterical affection which did not terminate in recovery, when 
recognised and appropriately treated. At the same time, in a 
large proportion, recovery would not have ensued, unless the 
proper treatment for the particular condition had been adopted. 
I consider it is highly important, therefore, to demonstrate by a 
case, which seems to me perfectly conclusive, that hysterical 
deafness does exist, and to draw attention to the means by which 
in this case a cure was brought about. 

I do not for a moment mean to suggest that hysterical deafness 
is at all a common condition, but I do think that it is quite 
possible that its existence is a little more frequent than is 
generally believed, and that when it does occur, its nature is 
often not recognised. 

No one can expect to recognise, far less to cure, a malady which 
he is firmly persuaded is non-existent. The knowledge that a 
malady exists is an important step towards its recognition. 

As so little is said about hysterical deafness in the text-books in 
ordinary use, it may be of service to enter a little more in detail 
as to the views generally held on this subject. | 

Gowers,* in his account of hysteria, says hearing is involved in 
the hemianeesthesia, but scarcely ever alone. Rosst and Bristowet 
also allude to its occasional occurrence under the same circum- 
stances. 

Jolly§ (in ‘ Ziemssen’s Cyclopedia’) states that hysterical 
deafness is occasionally observed in severe cases of hysteria, and 
that, too, in one ear as well as in both, and in the absence of any 
demonstrable disease. It also generally continues after severe 
attacks, and combines with other anesthesie. Like hysterical 
blindness, it may suddenly disappear. 

Briquet,|| in his ‘Treatise on Hysteria,’ speaks of hysterical 
deafness as a malady of which he has had personal experience. 
He says there are very few cases in which it is absolute. The 
patients hear very badly when the voice is a little raised. They 
do not distinguish the ticking of a watch placed very near the 


* “Diseases of the Nervous System,’ 2nd edit., 1893, vol. ii, p. 994. 
+ ‘ Diseases of the Nervous System.’ 

{£ ‘The Theory and Practice of Medicine.’ 

§ ‘ Ziemssen’s Cyclopedia,’ vol. xiv, p. 570. 

|| ‘ De PH ystérie,’ 1859, pp. 296, 297. 
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ear. ‘he deafness is accompanied with anesthesia. It is very 
apt to remain wher not treated, and yet may sometimes disappear 
when the other symptoms do. 

Axenfeld and Huchard* refer to the existence of hysterical deaf- 
ness in conjunction with anesthesia of the skin of the external ear 
and meatus. They say it is always unilateral, and accompanied by 
hissing in the ear. They allude to the possibility of transference. 

Such are the views of authorities on nervous diseases who speak 
of this form of deafness. It would be easy to mention others who 
do not refer to it. As one whose opinion is of great weight, 
Dr. Hughlings Jackson may be mentioned as a disbeliever in 
the existence of hysterical deafness. In a letter to me he expresses 
his doubt as to its reality, and recommends great caution in 
accepting the diagnosis. 

A considerable number of aural authorities mention it as a rare 
affection, some ignore it, while others refer to it in terms which 
suggest, as I have already remarked, that they consider it to be 
altogether a feigned disease. 

Ladreit de Lacharriéret says it occurs sometimes with other 
hysterical symptoms, sometimes alone; that it is sudden in its 
appearance, and complete. In regard to this latter point he is 
very precise. He says the patients are never half deaf, they hear 
absolutely nothing. 

Politzert says: ‘Deafness of undoubtedly hysterical character 
is very seldom met with, according to the observations hitherto 
made, perhaps even more seldom than hysterical amblyopia. It is 
characterised by marked oscillations in the function of hearing, 
and the rapid change of the accompanying symptoms. There 
always exists simultaneously anesthesia or hypereesthesia of the 
other nerves of sense, as well as anesthesia or paralysis of the 
affected side of the body, with hyperesthesia of the opposite side. 
Wiirdemann,” he adds, “observed partial anesthesia of the 
external part of the ear and membrana tympani accompanying 
it. The whole of the phenomena may disappear periodically, or 
by the action of transference a rapid transfer of the auditory 
paralysis and all the other symptoms to the opposite side may 
take place.” 


* <Traité de Névrose,’ p. 992. 
+ ‘Dict. Encycl, des Sc. Méd.,’ ser. 3, vol. xiii, art. Surdité, 1884. 
t ‘ Diseases of Ear,’ edited by Daiby, 1894, p. 670. 
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Gruber’s* remarks in his text-book are much to the same effect. 
‘Functional auditory derangement,” he says, ‘‘is sometimes 
observed in hysterical subjects. It usually occurs periodically 
upon certain external causes and in various ways; sometimes the 
impairment of hearing is manifested merely as regards speech, or 
again in connection with definite tones or noises. It is mostly 
unilateral, and there is usually associated hyperzeusis of the other 
ear.” He considers transference as of diagnostic service. 

Hartmann,f again, refers to partial or total deafness as a 
symptom rarely observed in hysteria, occurring either indepen- 
dently or along witn other hysterical symptoms. When deafness 
is not complete, he says, sound conduction through the bones is 
more impaired than that through the air. He also refers to the 
possibility of transference. 

In English text-books the references to hysterical deafness are 
even more meagre. 

Extremely interesting are Sir William Dalby’st observations on 
the effects of the emotions on the hearing. ‘Some persons,” he 
says, “lose their hearing during periods of mental excitement and 
depression.” He refers to sudden deafness as the result of emotion 
arising from the sudden loss of a relative, witnessing of a suicide, 
sight of a dead relative, news of adisaster. These observations are 
extremely valuable, as they are the outcome of personal experience. 
It would be very interesting to know what was the subsequent 
history of these cases, and what opinion is held as to their nature. 

Macnaughton Jones and Stewart,§ in their text-book, also refer 
to sudden shock, from similar causes, as setting up complete and 
permanent deafness. Deafness arising in this way must surely be 
purely functional. 

In the encyclopedic system of Burnett|| “‘ Hysterical deafness,” 
it is said, “‘is not a disease, only a symptom. It is unilateral, and 
affects either ear. The loss of hearing power is complete, and 
may last for a few hours or days, or remain more or less per- 

* *Text-book of Diseases of the Ear,’ edited by Law and Jewell, 1890, 
pp. 545-6. 

t ‘Diseases of the Ear,’ translated by Erskine, 1887, p. 229. 

ft ‘ Diseases and Injuries of the Ear,’ 4th edit., 1893, pp. 231-2; and Quain’s 
Dictionary, Art. ‘ Disorders of Hearing,’ vol. i, p. 788. 

§ ‘The Practitioner’s Handbook of Diseases of the Ear,’ 5th edit., 1894, 

207. 
: || ‘System of Diseases of the Ear, Nose, and Throat,’ vol. i, 1893, pp. 526-7. 
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manent. The ability of the patient to hold the function in 
abeyance is evidenced by the results of treatment with such 
means as must certainly act upon the imagination or will.” 

In Field’s* ‘Manual,’ this form of deafness is mentioned, but 
not discussed, and the loss of hearing after strong emotional 
disturbance is alluded to. 

In the latest students’ text-book, that published by Sheildt+ this 
year, the question of the reality of this malady is once more 
raised. Sheild’s views on the subject illustrate what I was saying 
as to the scepticism with which the question of hysterical deafness 
is regarded in some quarters. ‘The practitioner,” he says, ‘‘ must 
be on his guard in the matter of hysterical deafness. In these 
cases the true explanation of the symptoms is found in the general 
condition of the patient, the age and sex, and other manifestations 
of the neurotic tendency. No certain symptoms of aural disease 
can be demonstrated, and the patient seldom, if ever, answers 
rationally to the tuning-fork tests; she will declare that when 
one ear is closed, the fork on the vertex is heard better in the 
open ear, or thatthe fork is heard on the vertex, not on the mastoid. 
The deafness often shifts from one ear to the other. Such con- 
tradictory statements are diagnostic of prevarication, and the 
case then resolves itself into the treatment of a functional malady. 
Here, constitutional and moral treatment are of more importance 
than local.” 

There is a pretty general agreement in the account given by 
Politzer, Gruber, Hartmann, Briquet, Lacharriére, and Burnett, 
to the effect that hysterical deafness does exist, but that it is 
decidedly uncommon; that it is usually unilateral, and accom- 
panied by hemianesthesia; that it is transferable, and that it is 
of variable intensity. 

Hartmann is the only one of the writers quoted who refers to 
the question of bone conduction of sound in hysterical deafness, 
a point of great importance. A priori one would expect that 
sound conduction through the bones would be about equally 
impaired with that through the air, in a malady where it is not 
the organ of hearing itself which is at fault, but the impression 
receiving and interpreting function of the brain. Hartmann 
observed greater impairment of bone conduction than of aerial; 
but in my own case both were equally affected. 


* “Manual of Diseases of the Ear,’ 5th edit., 1894, p. 295. 
t ‘Diseases of the Ear,’ 1895, p. 224. 
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Walton* in a paper on Deafness in Hysterical Hemianesthesia, 
founded on the examination of some 14 cases at the Salpetriére, 
concludes that ‘‘ when the loss of hearing is incomplete, the deaf- 
ness for sounds conveyed by the bone exceeds that for sounds 
couveyed by the air.” This supports Hartmann’s statement. On 
the other hand, in a case published by Ouspensky,f of Moscow, the 
bone conduction was apparently not impaired at all. 

Most of the authorities, it will be observed, assert that the 
deafness is unilateral. Jolly is almost alone in allowing that it 
may be double. Both ears were affected in my patient. Some 
say it is complete, others that it is partial; it probably occurs in 
both forms. In my patient it was complete in one ear, nearly 
complete in the other. 

The points which I consider are of importance in making the 
diagnosis of hysterical deafness are these :— 

l. The association of deafness with undoubted symptoms of 
hysteria, whether paralysis, anesthesia, spasms, convulsions, 
aphonia, globus, or the like. 

2. The sudden development of the deafness after some emotional 
disturbance or shock, after trauma, or in the course of hysterical 
illness. The mental effect produced by Politzerisation and the 
rupture of the membrane was apparently the cause in my patient. 

3. The absence of any sufficient cause for the deafness in the 
auditory apparatus itself, as shown by the ordinary methods of 
examination. 

4. The equal impairment of bone conduction of sound. In the 
face of Ouspensky’s case, I cannot lay so much stress on this 
point as I might otherwise do. 

5. The co-existence of anesthesia of the pinna and external 
meatus is very important, if found. 

I shall now give a brief account of the main features of my 
patient’s case and of the treatment which proved successful. 

H. G., a girl, aged 16, was admitted to St. Thomas’s Hospital in 
March, 1893. She was then suffering from loss of power nearly 
complete in the arms and muscles of the neck and back, and 
quite complete in the legs, together with deafness in both ears and 
aphonia. 

A very full history of her illness has been given to me by the 
girl’s mother, which I shall give nearly in her own words :— 


* < Brain,’ vol. v, pp. 458-472. 
+ ‘Annales des mal. de loreille et larynx,’ déc. 1881. 
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‘“‘She was taken ill at a boarding school in November, 1891, 
with sore throat, there being at that time an outbreak of diphtheria 
in the school. I was at first told she had a diphtheritic sore 
throat, but later on, when she did not recover as quickly as the 
doctor anticipated, I was told it was diphtheria, but with an 
absence of some of the usual symptoms. She came home at 
Christmas convalescent and was seen by the local doctor, who said 
she seemed quite as well as could be expected. At the end of 
January, 1892, she had a mild attack of influenza. The doctor 
was called in but did not think it necessary to see her after the 
third day. I called him in again a day or so later because the girl 
was complaining of ear-ache, to which she had been at times subject. 
Her hearing up to this time had been perfect. For this ear-ache 
the doctor blew up the left nostril with a Politzer. The girl 
screamed, and from that moment was extremely deaf. The doctor 
said he had perforated the ear and that the result was not what he 
anticipated. For some days the ear discharged copiously a green 
fluid. 

“On February 7th I took her up to town from Wales to see an 
eminent aural surgeon. The latter, after examining her, looked 
very grave and said that it was doubtful how much was due to 
paralysis, and that he could see where the perforation of the left 
ear had been but it was then healed. She was ordered to have 
galvanism applied locally and strychnine to take internally. 

“On February 19th I took her to see my London doctor and 
asked him to examine her back, as I thought one of the ribs under 
the left breast seemed sunk. The doctor said the child was full of 
paralysis and he was surprised the back had not been noticed before. 
He then gave me a prescription to supersede that of the aural 
surgeon, but she had not taken any when the paralysis commenced. 
That evening I took her to Olympia to cheer her, the deafness: 
being so trying, and whilst there the numbness came on in the 
right foot. I got her home to my sister’s house, and it being too 
far to send for my own doctor at that time in the evening I called 
in a doctor near. The next morning the former saw her and said 
the left arm would become numb next, and it did, then the left foot, 
and then the right arm. Three days later I noticed a catch in her 
breath and sent for both doctors. The doctor near, who arrived 
first, said he thought she was dying. By the time the othcr 
arrived she was nearly suffocated and he saved her by treating her 
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like a drowning person. He said it was paralysis of the glottis. 
By this time she was without feeling everywhere except the throat 
and head, and could swallow only tiny sips with difficulty and 
speak only in a whisper. To attract her attention one had to 
touch the head or neck. She was lke a living corpse, except that 
she could speak in a low voice and see. 

“The next day she was removed to be near my doctor and was 
placed in charge of a trained nurse, who tells me for some weeks 
she only breathed through one lung. 

“She continued there from February to August under this 
doctor’s treatment, gradually recovering sensation and power until. 
she could use her hands perfectly, and sew, write, &c. She had 
massage at first every day, then every other day. 

‘In August the doctor advised me to take her to Droitwich as 
she was making no further progress. She remained there five 
weeks, having brine baths, massage, and electricity. She could 
not raise herself or use the legs, but she could slowly and with 
great effort raise them up. She went out twice daily in a spinal 
chair. 

“She then was taken to Weston-super-Mare for a month, 
continuing the electricity and almost living in the open air. Her 
general health was perfect and she was always extremely bright, 
cheerful, and intelligent. At the end of October she was taken 
home to Wales. She continued well in health the whole winter, 
going out once and twice daily in a reclining chair, but recovering 
no more power. In March, by my London doctor’s advice, I took 
her to St. Thomas’s Hospital.” : 

IT shall now leave the mother’s account and state what the 
condition was on her reception into the hospital. 

She was poorly nourished. Her feet and legs were cold and 
bluish. She was quite unable to sit up without support. The 
head fell forward unless supported. The feet were over extended 
so that they made nearly a straight line with the legs. 

The muscles of the calves were wasted and flabby. There was 
complete loss of voluntary movement in both legs. The knee 
jerks were brisk and the plantar reflexes were normal. 

The arms were not completely paralysed, although there was 
great impairment of muscular power and considerable wasting of 
muscle. ? 

There was no affection of sensation and there was no loss of 
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control over the emunctories. There was complete aphonia. With 
the exception of the deafness there was no sign of affection of any 
of the cranial nerves. 

With the right ear the patient could hear nothing, but with the 
left she was able to hear a little. When spoken to very clearly 
and slowly she could hear with the left ear by the aid of an ear 
trumpet, and she could just hear the ticking of a watch held close 
to the meatus. 

Nothing abnormal could be detected on examination of the ears 
with the speculum. When the tuning fork was sounded and 
placed on the vertex she could not hear it in the right ear and 
only faintly in the left. 

On April 20th she was isolated in one of the small wards and 
Weir-Mitchell treatment supplemented ‘with daily shower baths, 
and the application of the induced current was employed for 
ten weeks. She gained in weight during that time 22 lbs. and 
her voice improved so that she could phonate distinctly at times. 
Very little improvement, if any, took place in the other symptoms. 
She was brought back to the ordinary hospital ward about the 
beginning of July. 

Up to this time she had been under the care of my colleague, 
Dr. Turney, who now asked me to take charge of her as he was 
unable any longer to do so. To Dr. Turney I must express my 
obligations for much assistance in the management of this difficult 
case. 

When I saw the patient for the first time in July, 1898, 
except that she was now fairly stout, having what her mother 
called a bloated look, I could find little to alter in the original 
description of her condition. She had no more power. Her legs 
and feet were still cold and blue. Her deafness was no less 
marked. She objected very much to the use of the ear trumpet. 
When this was applied to her left ear and I spoke very slowly and 
distinctly 1 could make her hear a little. 

I got her out of bed and with the aid of about six assistants I had 
her placed in the erect position. She required not only to be held 
up but her knees, hips, and back had to be supported. I never 
saw such absolute liimpness and inertness. The loss of hearing 
made her case a peculiarly difficult one to treat, for what the 
physician says to a patient with hysterical disease has ordinarily 
much effect in helping on the cure. As the patient had some 
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power in her arms, I thought I could work on them with most 
success, and in order that I might be able to put her through such 
exercises as I wished, I ordered for her a gymnasium suit. When 
this was obtained I got her by degrees to walk on the hands, her. 
body and legs being supported at first. Gradually she was able 
to bear more weight on the arms. [made her practise dumb-bell 
exercises, increasing these gradually. 

I also with the help of assistants put her through the steps of 
walking, a process to which for some time she could give no 
voluntary assistance. She took great interest in these efforts, and 
improvement set in slowly but surely. By the end of August her 
legs had improved so much that she was now able slowly to bring 
them out of bed, and to hold them extended for a short time. 
The left side had recovered power to a greater extent than the 
right. When placed and supported in the erect position she was 
now able to shuffle her feet forward, whereas previously they 
simply were dragged along the floor. 

In another fortnight she was able to move herself along by 
means of a framework on wheels, shaped like a pulpit, which gave 
partial support to the body while admitting of the movement of 
the legs. By the beginning of October she was able to get about 
with very little support, and was up and dressed most of the day. 
Her progress was unfortunately interrupted by an attack of scarlet 
fever which set in on October 16th. The attack was mild and 
uncomplicated. When the patient was able to be out of bed 
again it was found that she had not really lost ground, and the 
paralysis gave no further trouble. The deafness was, however, as 
great as ever. 

Before the patient had come under my care, Dr. Turney had 
entertained the idea of the deafness being functional and had tried 
the effect of blisterimg behind the ears, but with no benefit. I 
had hoped that, with the amelioration of her general condition 
and the cure of her paralysis, the deafness would disappear. I 
was much disappointed to find this serious symptom remaining, 
which, unless cured, would cast a shade over the whole of the 
patient’s life. | 

Although everything, I thought, pointed to the deafness being 
hysterical, I was beginning to lose hope, and to think that after 
all I might be mistaken. The all-important problem, therefore, 
now remaining was how to restore the hearing. Hverything 
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recommended in the text-books had been tried. Briquet speaks 
of the complete success following faradisation. He says he does 
not know a single case where it had been necessary to have more 
than two sittings of a few minutes each to effect a complete care. 
In Ouspensky’s case, after various specialists had been consulted 
in vain, faradism locally almost immediately brought back the 
hearing. But both galvanism and faradism had been tried here 
in vain. Politzer’s recommendation to try to affect the neurosis 
by local treatment did not seem suitable here, where local treat- 
ment had been the original cause of the malady. The general 
symptoms had, of course, been treated as others recommended. 
What more could one try ? At thisstage I happened to remember 
a short article on “‘Surdité chez les hystériques,” which had been sent 
me by my friend, Dr. Maximin Gilles,* of Marseilles, and in this 
I found a hint which happened to prove a complete success. 

The mode of treatment suggested was simply to try to re- 
educate the sense of hearing much in the same way as we had 
re-educated her in walking. In Dr. Gilles’ own case the treatment 
had not proved a great success, but this 1s not to be wondered at, 
seeing his patient was at the time he was treating her suffering 
from convulsive attacks, each attended with an aggravation of the 
deafness. 

I explained to the nurse what to do, and to the intelligence with 
which she carried out the directions the success of the method 
was greatly due. The patient was to be made to listen to and try 
to count the ticking of a clock at increasing distances, to listen to 
and attempt to repeat words and sentences spoken first close to 
the ear and then at greater distances. The treatment was com- 
menced on December 21st. At the first trial the patient could 
not count the ticks of the clock even when held close to her ear, 
but after about 10 minutes’ careful listening she succeeded. At 
the next trial the clock was held at 2 inches distance from the ear. 
After she had been successful at this distance a greater distance 
was tried, and so on after each successful attempt. The voice was 
also used at varying distances to supplement the ticking of the 
clock. This was persevered in for three days for from 15 to 30 
minutes a day with most marked success. At first simple words 
were used which were repeated clearly and distinctly until the 
patient heard them. The ears were practised alternately. She could 


* “Marseille Médical,’ 1889, xxvi, 16-24. 
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not hear the voice at first, even at a short distance, until the word 
had been repeated six or seven times. When she could hear words 
then short sentences were tried, which she was made to repeat. 
After 10 days’ practising in this way she had so far improved 
as to be able to carry on an ordinary conversation. A week or 
two later her hearing was as acute as that of any healthy person. 

It should be added that the recovery of the hearing was accom- 
panied by a great improvement in her mental condition. Up to 
this period she had been always rather dull and depressed, even 
after the recovery of her muscular power. With the restoration 
of hearing her spirits immensely improved, and she became as 
bright and lively as she had previously been the reverse. Since 
this time, now 14 months ago, she has enjoyed excellent health, and 
has had not the least symptom of her former malady. 

Her mother writes me: “She is very happy again, energetic, 
always busy, and looking quite healthy. Her hearing seems very 
good. Some friends fancy a little deafness, but I have never 
noticed any.” 

Such are the facts of my case. JI may summarise them as 


follows :— 


]. An attack of sore throat, which may or may not have been 
diphtheria, but certainly presented none of the usual 
sequelee of that disease. 

2. Two months later an attack of influenza, followed by ear- 
ache. 

3. Sudden onset of deafness during forcible politzerisation for 
the relief of the ear-ache, which resulted in rupture of the 
membrane of the left ear. 

4, Three weeks later the rapid development of nearly general 
aneesthesia and paralysis. 

5. The long continuance of the paralysis in spite of the pro- 
longed employment of isolation, massage, electricity, and 
extra feeding. 

6. The cure of the paralysis, after 18 months, by re-education 
and forced exercise of the muscles. 

7. The persistence of the deafness after the cure of all the other 
symptoms, in spite of a variety of remedies. 

8. The ultimate rapid cure of the deafness after 22 months 
by the method of re-education f have described. 

18—2 
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I can hardly hope that I have stated the facts as clearly and 
forcibly as to convince all my hearers equally with myself and 
those who had an opportunity of watching the case, of the reality 
of hysterical deafness. I shall be more than satisfied if its 
publication leads to the recognition of even one other similar 
case. It is possible that the mode of treatment which here proved 
so successful may again be attended with as gratifying a result. 


The Vice-PRESIDENT, in the Chair (Mr. Ciurron), said he had never 
seen quite such a case, though he had met with instances of functional 
deafness in association with hemianzesthesia. The education of the 
function of hearing, in view of the results obtained, was certainly an 
experience of great interest. 

Dr. Witu1AmM Hu said they could only accept the diagnosis of purely 
hysterical deafness with some difficulty. He had been looking for years 
for a case of pure functional deafness, but he was fain to say that he had 
uot come across one. He pointed out that in the author’s case there was 
at any rate a strong suspicion of diphtheritic infection. As the author 
had not seen the patient at a time when the typical diphtheritic paralysis 
would be present, he could not be expected to give a definite opinion on 
the point, especially as the symptoms were masked by functional paralysis. 
In this case too there was a history of traumatism, sufficient probably to 
cause concussion of the labyrinth with temporary anesthesia of the 
auditory nerve. The neurotic element was grafted upon this, so that the 
case might be described as a mixture of diphtheritic and traumatic 
paralysis of the auditory nerve in conjunction with the neurotic element. 
It had been suggested that the result of treatment bore out the neurotic 
view, but he might point out that the same treatment was often attended 
with great benefit in deaf mutes with undoubted structural lesions, in 
whom in consequence of some congenital defect the nerve had never been 
exercised in any way. He himself thought that the case was probably 
one of peripheral lesion of the auditory end organs, complicated with 
hysteria, when it first came under observation, whilst latterly the deafness 
was functional. 

Dr. Turney said he had had an opportunity of seeing this patient 
during the first part of the time she was in hospital. It was after he had 
failed in affording relief after fairly energetic treatment that the author 
had taken charge of the case. He did not think that anyone who saw 
the case or who studied the notes of the case could feel much doubt in 
disposing of the suggestion of its being diphtheritic. The reflexes were 
normal, Apart from the vague account of the patient having had 
diphtheria, there was nothing to suggest such a thing. It was evidently 
a severe and extreme case of functional paralysis. Throughout there had 
been no sign of disease of the tympanum. The affection of hearing was 
not of a character that suggested organic disease. ‘The condition of the 
patient suggested hysterical affection quite apart from the general 
paralysis. The rapidity with which improvement set in under treatment 
was simply astonishing. In the absence of any sign of peripheral nerve 
clisease such a far-fetched idea as that of concussion of the labyrinth was 
quite out of the question. In some cases of hysteria the ordinary com- 
bination of moral and physical treatment was sufficient by itself, and the 
laborious system of re-education adopted by the author was unnecessary, 
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but there were others in which everything short of this would fail. The 
general health might be improved but the special functions remained in 
abeyance. 

Dr. Symes THompson observed that the author had spoken of the 
success of the treatment as evidence of its being of a functional kind. 
Although be fully admitted the value of the treatment in such cases, he 
thought it must be allowed that in cases of organic disease of the ear 
very marked benefit had often followed systematic education of the 
special sense. He thought, indeed, that this plan had not, so far, received 
the attention it deserved in England, but with such brilliant results as 
had been recorded in cases previously regarded as hopeless he urged that 
it was entitled to recognition. 

Dr. MACKENZIE, in reply, pointed out that the history of the case made it 
extremely improbable that the patient was really suffering from diphtheritic 
paralysis. He had had a good deal of experience of such cases, and he 
had never met with any at all resembling the case under discussion. 
Then with regard to the trauma, it was well known that trauma was one 
of the commonest causes of hysterical affections, and trauma of the ear 
was one of the most likely causes of hysterical deafness. Of course he 
was not in a position to affirm that it was not concussion of the labyrinth, 
but it was difficult to admit that concussion of the labyrinth could last 
for two years, and then rapidly disappear under such a treatment as he 
had described. The remarks that had fallen from Dr. Thompson 
supported the view that cases of hysterical deafness were more common 
than was supposed. Possibly a certain proportion of the cases in which 
such excellent results had been obtained belonged to this category. 


REMARKS ON A SERIES OF THIRTY CASES OF 
MOVABLE KIDNEY TREATED BY a 
WITH THEIR RESULTS. 


By W. Bruce Crarxe, M.B., F.R.C.S. 


THe completion of a series of 30 cases of nephrorrhaphy seems to 
me to be worthy of record. The value of the operation has some- 
times been called in question. I am anxious, therefore, te record 
with their after-history, so far as I have been able to learn it, the 
ultimate results of these 30 operations. 

Very nearly two years ago, in a paper which I had the honour 
of reading before the Fellows of the Royal Medical and Chirurgical 
Society, I drew attention to a class of cases of movable kidney 
which had hitherto attracted but scanty notice in this country, 
and in which very severe pain was one of the prominent features. 
From the pain and other acute symptoms which determine these 
attacks, it seemed all but certain that a sudden displacement of © 
the kidney from its natural bed must be their determining cause, 
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and that the term “‘acute renal dislocation” would best describe 
what took place, and what indeed was essential to the production 
of the symptoms in question. 

Such cases form only one variety of floating kidney, though a 
further and more extended experience of what may be described 
as the more common variety of this condition has forced on me 
the conclusion that it is rare to come across any case of the kind 
in which pain has been completely absent throughout: and of the 
reality of these attacks of pain, when once they are witnessed, 
there can be no possible doubt. The question to be determined is 
what is the probability of a successful result if an operation be 
performed. The immediate result in all my cases was a successful 
one, and, so far as I have been able to learn, every one of my 
patients is alive at the present moment. 

In by far the great majority of these cases pain has been the 
prominent feature, and the severity of the pain has led to the 
demand for its relief. The special character of the pain was 
described at some length in my previous paper before alluded to. 
Suffice it here to say that the pain usually begins without any 
warning, sometimes in consequence of a strain or some severe 
exertion occasionally after injury. Itis often attended by vomit- 
ing, and later on usually gives rise to local abdominal tenderness. 
The duration varies from a few hours to a day or two, and in some 
instances it may be cut short by manipulating the affected kiduey, 
in other words, by reducing the dislocation. The condition of the 
urine during and shortly after the attacks varies greatly. It may 
be scanty and blood-stained, or almost porter-coloured, like that 
which is passed in acute Bright’s disease, whilst in the less severe 
cases it is more commonly quite unaltered. 

In some of. the cases here related the pain was far less acute. 
It was described by the patients themselves as consisting of a dull 
ache, which rarely left them free from a sensation of uneasiness in 
the loin, and was usually aggravated by hard work or exercise of 
any kind. This class of case in women is almost invariably 
attended by more severe pain at the monthly periods, but I have 
never come across any instance in which the urine was blood- 
stained or much altered in condition in cases of moderate severity. 
In many of my cases, during the interval between the attacks, the 
kidney, even when the patient complained of no pain, was unduly 
tender to palpation. 
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Several of the cases referred to in the table on p. 284 present 
points of special interest; I will, therefore, refer to certain of 
them servatiem, and afterwards state briefly the conclusions which 
seem to be deducible from them. 

Cases 1 and 2 both occurred at the West London Hospital, 
where they came under my carein 1888. They are remarkable as 
being the only two instances I have come across in which the. 
kidney was surrounded by a well-marked mesonephron, and in 
which, therefore, it was found necessary to open the peritoneum 
in order to fix them firmly in position. The kidney in both these 
cases could be felt to be distinctly movable, and slipped readily 
out of its proper position. In both the sutures were passed 
through the peritoneal coats only, and the patients made rapid 
recoveries. 

Case 1 complained of but little trouble afterwards, and when 
seen by me some 15 months later stated she was in excellent 
health, and had not had any pain in the loins. 

In Case 2 the pain ceased for a few weeks, and then returned 
with even greater severity than before, so much so that she begged 
for something more to be done to relieve her. A second operation 
was performed six months after the first, and the kidney was 
found to be fairly well fixed in position. It was cut into and 
punctured with a needle, but no adequate cause for the pain could 
be discovered. As the patient’s sufferings had been so very severe 
in the interval between the two operations, I decided to remove 
the offending organ. When the operation was completed the 
kidney was cut across and a small calculus covered with minute 
spicules was discovered in its interior. The patient made a speedy 
recovery and was cured of her trouble.* 

Case 3 has already been published.+ 

The next case which offers any special points for consideration 
is Case 6, a woman who was placed under my care in 1891 by 
Dr. Gray, of Oxford, with the following history :—Her left kidney 
had been movable for three years and a half, and had given rise to 


* The earlier history of Cases 1 and 2 was referred to in a paper read by me 
before the West London Medico-Chirurgical Society in 1890, entitled ‘‘ Nine 
Years of My Surgical Experience at the West London Hospital”; and also in 
a paper on “ Renal Surgery” at the Leeds Meeting of the British Medical 
Association. See ‘ British Medical Journal,’ Nov. 16th, 1889. 

¢ ‘ Med.-Chir. Trans.,’ vol. lxxvi, p. 263. 
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a considerable amount of pain, quite incapacitating her from 
taking active exercise, and during the last three months she had 
experienced some pain on the left side. She was very thin, and 
the right kidney could be felt at times to be larger than natural. 
It was decided to operate on the right kidney first, and leave the 
question of the left for future consideration should her pains still 
persist. ‘The kidney was fixed to the lumbar fascia by two large 
silk sutures, after it had been thoroughly explored for the purpose 
of ascertaining whether it contained a stone. She made an 
excellent recovery, and felt she had derived so much benefit from 
the operation that the pain on the left side seemed hardly to 
trouble her. Under these circumstances I did not propose to 
operate on the other side, and gave a favourable prognosis. Some 
few months later I heard she was much improved in health, and, 
with the exception of a very slight dragging pain in the loins, had 
no trouble frcm her kidney. ‘The subsequent history of the case 
fully bore out the prognosis, and four years later she became a 
hospital nurse, capable of any amount of hard work. 

Case 8, another female patient, is an excellent illustration of 
how liable a movable kidney is in its acuter forms to be mistaken 
for a case of renal calculus. In 1889 she was admitted into St. 
Bartholomew’s Hospital in consequence of attacks of renal colic, 
which were supposed to be due to calculus, and she remained some 
time in hospital without passing any calculus. After she went 
out she had further attacks of pain and came under the care of 
Dr. Bousfield, in the Old Kent Road, who asked me to explore the 
kidney, and I did so in July, 1890, and found it somewhat 
movable, and sutured it in position. For a time she improved, but 
as a good deal of pain remained she came under my care for the 
second time about a year later, and the kidney was again explored. 
It was found to be firmly fixed to the side, but the ureter was loose 
and could be easily pulled up into the wound; in other words it 
appeared to be a good deal longer than necessary. The interior of 
the kidney was fully explored and a small bougie was passed down 
the ureter into the bladder, but no stone was discoverable any- 
where. A drainage-tube was accordingly inserted and the wound 
closed. She made an excellent recovery, and since her last 
operation, though not entirely free from pain, has been able to 
follow her occupation without difficulty. 

Cases 9, 21, 22, and 24 have many points in common. They all 
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either were passing or had at some time passed pieces of calculous 
material. 

Case 24, which first came under my gare at St. Bartholomew’s 
Hospital in August, 1893, though by far the most severe of the 
four, is a typical example of the class, and I will therefore refer 
to it more in detail. The patient in question was aged 24, 
unmarried, and had had some pain in the lumbar region for 
several years, at times very acute. The acute attacks of pain 
were limited to the left side of the abdomen, and were usually 
accompanied by a certain amount of abdominal tenderness and 
distension. Just before she came under my care she had passed 
some phosphatic débris, and had had several slight attacks of 
hematuria. Her kidney on the left side was explored; it was 
found to be somewhat larger than natural, and flabby in texture. 
On incising it some urine and phosphatic gravel escaped, and its 
interior, including the pelvis, was considerably dilated, and con- 
tained a good deal of pus. It was easy to explore the interior 
thus dilated with the finger. There was no distinct calculus 
present, but the walls were here and there coated with phosphatic 
material. A small bougie was passed down the ureter into the 
bladder, and no obstruction of any kind was encountered. As 
there was still a fair amount of secreting substance left in the 
kidney walls, and the exact condition of the kidney on the opposite 
side was a matter of uncertainty, I decided to suture the left 
kidney firmly in position, with a hope of saving it permanently. 

For the first few days the patient’s condition gave rise to some 
anxiety, as she did not rally well from the shock, but she 
eventually made a good recovery, and though she passed some 
urine through the loin during the two subsequent months, she 
derived much benefit from the operation. After she left the 
hospital, as she was unable to rest, she relapsed into her previous 
weak condition, and soon suffered from severe pain on the right 
side, necessitating the fixation of this kidney, which was very 
movable, to the corresponding lumbar fascia, and three months 
later the removal of the left kidney, which was then reduced to a 
mere shell containing pus. At present she suffers from a certain 
amount of pain in her remaining kidney, but is better than she 
has been. 

Of the remaining three cases in which calculous material was 
present nephrorrhaphy was performed in all three. ‘Two of them 
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recovered completely, whilst the third (Case 9), which was under 
my care at the West London Hospital, had nephrorrhaphy per- 
formed in 1889, following by nephrectomy in 1890, and is now 
well and able to lead an active hfe. 

It may possibly seem hardly fair to have included these cases 
under the head of movable kidney at all, since they ought rather 
to be described as instances of nephrolithotomy. I would draw 
attention, however, to the fact that the débris in their interior gave 
no evidence of the formation of any distinct caiculus, but adhered 
to their walls over a larger or smaller area. There was no 
evidence that any distinct calculus had been passed by any of 
them, nor was the calcnlous material present in the early stages 
of their affections. It appeared only as a later symptom, and was, 
I believe, as much a secondary condition as the abscess in the 
interior of a kidney that had been movable for years, the history 
of which I am just about to relate. 

Case 12 is the only one in which [| have come across an acute 
abscess supervening upon a long-standing movable kidney. She 
was an old woman, aged 65,and was admitted to the West London 
Hospital in 1890 with an acutely painful swelling in the region of 
the left kidney, and a high temperature. | 

She gave a history of long-standing aching in that region, and 
stated she had been told she had something wrong with her kidney 
some years before. An incision was made in the left lumbar 
region, and the kidney found to be displaced forwards and some- 
what downwards. It was distended with pus, which was let out, 
after which the organ was sutured to the lumbar fascia without 
much difficulty. A bougie was passed down the ureter and 
demonstrated that it was pervious. A rapid recovery ensued, 
and the patient left the hospital feeling perfectly well. 

Cases 1] and 18, hike Case 3, have already been described in 
my paper on ‘Acute Renal Dislocation,” before alluded to. 
There are, in addition to these three, 18 other cases in which the 
mobility was uncomplicated by any other condition, and in which 
dilatation of the kidney pelvis either did not exist at all or had only 
just begun to appear at the time of operation. 

Tt is difficult, if not impossible, to separate the acute cases which 
[ have previously spoken of under the term ‘‘ acute renal disloca- 
tion” from the more chronic form of movable kidney. One 
variety passes, as I have already stated, into the other by a series 
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of almost imperceptible gradations. Hven the most chronic cases, 
when they are cross-questioned on the point, can usually call to 
mind some one or more occasions on which they have been seized 
with acute pain in the lumbar region. It may have been transi- 
tory, and it may have occurred some time preceding the enquiry 
in question, but it is rare not to get the information if it is sought 
for. I have, therefore, included all the uncomplicated cases of 
movable kidney in one series. Thus it appears that 21 of the 30 
kidneys here referred to were uncomplicated by dilatation of the 
kidney pelvis to any marked extent. Of these 18 were cured, or 
at least so far benefited by the operation that they were enabled 
to lead an active life, and felt little or nothing of their old trouble. 
One of them (No. 30) has been operated on too recently to enable 
me to form any certain conclusion as to the ultimate result; so 
far, however, she is entirely free from pain. 

In three of the cases, namely, Nos. 12, 28, and 29, there was 
improvement, but not complete freedom from pain or from danger 
of further destructive dilatation of the kidney pelvis. In Case 29 
it is quite possible that further improvement may take place. 
Mr. Burnet, one of my former dressers, who sent this case to me, 
tells me that in the seven months since the man was operated on 
he has had six attacks of renal pain. In general appearance, 
however, he is decidedly better, and his friends describe the 
attacks as being less severe, and interfering less with his work 
than they used to. 

In two of the patients above referred to (Cases 10 and 11) the 
affected kidney when explored was found to be so disorganised 
that it was removed at once (for Case 11 see “‘ Acute Renal Dis- 
location”), and in two instances, Nos. 14 and 26, although an 
attempt was made to preserve the kidney, it was unsuccessful. 
The relief from pain was only temporary, and nephrectomy was 
performed a few months later. In the latter case Dr. Covey, 
under whose care the patient had recently been at Southampton, 
wrote to me some time after the first operation saying she was 
confined to her bed, and that her health was failing in con- 
sequence. Since the kidney was removed she has been quite free 
from pain. 

Several points are suggested by a consideration of the above 
cases. Tirst, the impossibility of distinguishing clinically between 
kidneys which are surrounded by a mesonephron, and those which 
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are movable behind the peritoneum. In my first two cases, as I 
have already stated, a mesonephron was present, but the character 
of the movements of the kidney gave no clue to: its existence 
beforehand. In several of the subsequent cases the movements 
were so extensive that a mesonephron was expected to be present, 
but none existed. 

It is often asserted that operations performed on movable 
kidneys do not yield the results which are expected from them. 
The results that will be obtained largely depend, I am convinced, 
on the condition of the kidney when the operation is performed. 
If the pelvis is dilated or the secreting substance largely destroyed, 
but little is to be gained by leaving the affected organ, if the other 
one is known to be healthy; and it is obvious that the more 
unhealthy the movable kidney proves to be, the more certain it is 
that the opposite organ is capable of taking on the work of both 
sides. If the ureter is lax and elongated the tendency to form 
kinks and temporary valves is considerable, and militates against 
the likelihood of a successful issue, as is well shown by the later 
history of Case 8. If such cases are to be operated on at all the 
sooner they come into the surgeon’s hands the greater the chance 
of permanent relief of pain, and of preventing those degenerative 
changes which inall probability will eventually destroy the kidney, 
and tend to shorten the life of the patient to whom it belongs. 


Table of Thirty Cases of Movable Kidney. 














Name and ners Date of 
No. age. Prominent Symptoms. operation. Result. 
1 E. L., 39, | Dragging pain in loins a8 ...| Nov., 1888 | Well 15 months later. 
female, 
married. 
2 M. E., 18, | Dragging pain in loins aes ...| Nov., 1888 | Pain returned; kidney 
female, removed, contained cal- 
unmarried. culus. 


3 Je Eaess Severe pain right loin; 18 months’ | Dec., 1890 | Well 18 months later. 


female, duration; at times nausea and 
unmarried, vomiting. ‘Med. Chir. Trans.,’ 
vol. lxxvi, p. 262. 
4 Mee Sess wei. Dragging pain; occasional attacks | Nov., 1889 | No attacks of acute pain 
female, of severer pain with vomiting. seven months later. 
unmarried. 


5 H. W., 24, | Attacks of severe pain; two or| Jan., 1890 | Married shortly after ; 
female, | three years ; lately worse. no pain in 1892. 
unmarried. 
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No. aeene Prominent Symptoms. 
age. 
6 M. H., 27, | Both kidneys movable; right three 
female, months; pain; left three and 
unmarried. half years ; operation on left. 
7 W.S., 22, | Hematuria; attacks of pain; stone 
male. expected ; none found. 
8 ee Se5 25, Severe pain; explore twice 
female, 
unmarried. 
9 A. M., 27, | Severe pain; dilated kidney; con- 
female, tained phosphatic material. 
married. 
10 J. N., 33, | Pains seven years; attacks last 12 
female. hours; vomiting; kidney en- 
larged; nephrectomy. 
aL. Ao eee corn Severe pain one year; kidney 
male. reduced to mere shell; nephrec- 
tomy. ‘Meds ‘Chirs “Dranss,’ 
vol. Ixxiv, p. 255. 
te, Se On Oo: Pain for years off and on; not 
female, severe; abscess. 
married. 
13 CAR, 4; Slight pain three months ; hema- 
female, turia. 
unmarried. 
14 es Grey ail Two years’ pain; vomiting; dilated 
female, kidney ; nephrectomy. 
unmatrried. 
15 We Slog 25) Pain several years ... oa oa 
female, 
unmarried. 
16 C. W., 40, | Pain from time to time wee 
female, 
married. 
17 R. B., 56, | A few weeks’ history pain; kidney 
male. partly atrophied. 
18 J. G., 89, |Severe pain. See ‘Med. Chir. 
femaie, Trans.,’ vol. Ixxvi, p. 261. 
married. 
19g H. T., 17, | Pain and hematuria... 
male. 
20 1s Gop, Cae Four months’ pain ; vomiting 
male. 
21 va Cro: Attacks of pain 12 or 13 years; 
female, hematuria; melancholia after 
unmarried. operation. 
22 F, H., 44, | Pain; nephrolithiasis; has passed 
male. a stone ; none found at operation. 
23 A. C., 24, | Pain for two years off and on; 
female, hematuria: enlarged kidney felt 
unmarried. before operation, which was not 














found a year previously. 











Date of 
operation. 


Jan., 1891 
April, 1890 
July, 1890, 


and 
Aug., 1891 


July, 1889, 
and 
June, 1890 


Oct., 1890 


Noy., 1850 


Dec., 1890 
Feb., 1891 
April, 1891 
eee: 1891 
Jan., 1892 


Aug., 1892 


July, 1892 


July, 1892 


.| March, 1893 


May, 1893 


Aug., 1893 


July, 1893 








Result. 





Well four years later. 


No pain after operation; 
soon lost sight of. 

At present (1895) health 
good ; occasional slight 
pain. 

Pain returned; nephrec- 
tomy a year later; well 
1895. 


Well a year later. 


Well four years later. 


Well two months later. 


Slightly improved. 


Married; well July, 1894. 


Well at present, except- 
ing occasional pain. 


Scarcely any pain a year 
later 


Well three months later. 


Well December, 1892. 


Well when leaving hos- 
pital; not seen since. 


Letter from Dr. Edwards, 
Bedford, 1894, to say 
he is well. 


Improved. 


Scarcely any pain six 
months later. 


Well six months later. 
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Date of 
age. operation. 


No. Name and 


Prominent Symptoms. Result. 





24 M. M., 24, | Left kidney; duration 12 months; | Aug., 1893, | Benefited for a time; 


female, passed blood and pus. Right and left nephrectomy; no 
unmarried, kidney, see Case 28. April, 1894 | pain since. 
25 | A.M. N., 32, | Six months’ paln ; dyspepsia ...| Jan., 1894 |Some discomfort for a 
female, while; three months 
unmarried. later well. 
26 E. P., 34, | Pain four or five years; severe | March, 1894,) Benefited; pain returned; 
female, shoots down leg. and nephrectomy ; well 
unmarried. Dec., 1894 | since. 
27 S.. B., 42; Eleven years since some pain; } March, 1894] Well October, 1894. 
female, worse during pregnancies; large 
unmarried. movable kidney tender to touch. 
28 M. M., 25, | Five months’ pain; sometimes] Jan., 1894 | Benefited; some pain at 
female, severe; right kidney; left, see present. 
unmarried. Case 24. 


29 Ji. C.y 23; Duration six years; frequent] July, 1894 | Improved. 
male. attacks of pain lasting two or 
three days; vomiting; smoky 
urine. 


30 SAL IK. s04, Pain came on suddenly three years | Jan., 1895 | Well at present time. 
female, ago; frequent attacks since. 
married. 





The Vice-PRESIDENT, in the Chair (Mr. CLurton), pointed out that it 
was difficult, in the cases which were complicated with stone in the kidney, 
to distinguish those in which the stone was primary, and those in which it 
existed merely as a complication of the mobility of the kidney. He did 
pot gather from the paper that there was any direct evidence of the 
presence of calculous material in the kidney. 

Mr. Locxwoop said that in February he had seen a woman on whom 
two years since he fastened the kidney beneath the last rib, since which 
time she had been able to pursue her avocation as a dressmaker with 
comfort. When he first saw her she suffered intense pain, and he 
thought there must be stone in the kidney. He therefore cut down on 
the organ, but found a normal kidney, which was, however, unduly 
mobile behind the peritoneum. He found no sign of stone, so he 
contented himself with fastening it by means of three or four silk 
sutures, and the result had been complete relief. He suggested that a 
great many of these cases were probably better treated by means of some 
form of appliance, truss or pad, and in the author’s cases doubtless other 
methods of treatment had been tried before operation had been decided 
upon. Personally he entertained no doubt that cases of movable kidney 
ought to be operated upon, but suitable cases were probably not very 
common. 

Dr. Hector MAcKENzIE# said that in respect of these cases they looked 
to surgeons for guidance as to which were adapted for surgical measures. 
There seemed to be a general consensus of opinion that the general run 
of such cases were not benefited by operation. 

Mr. Locxwoop observed that this was not the true sense of his 
remarks. What he intended to say was, that there were many cases of 
floating kidney which did not require operation. 
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Dr. MAckEnzi£ said that what physicians would really like to know 
was the class of case in which benefit might be expected to follow 
operation. If they could be told this, physicians would be very pleased 
to hand over their cases to the surgeons. Some time since he had been 
consulted by a lady who had been strongly advised by a Belgian surgeon 
to undergo operation, this gentlemen being of opinion that English 
medical men knew very little on the subject. He himself had not 
recommended operation, having come to the conclusion that the pain 
complained of was largely neurotic, as it was in many of these cases. 
He himself had never seen a case that had benefited by operation, and 
if one could draw the patient’s thoughts from her kidney it would often 
be unnecessary to operate. 

Mr. Wattis agreed with the remark that some of the cases were not 
really bond fide cases of movable kidney at all, though most of them might 
fairly be described as such. He suggested that the severity of the 
symptoms complained of in many of these cases called for imperative 
treatment. He called attention to the fact that, in cases where there had 
been much pain in the kidney, fixation of the organ had had to be 
followed by removal. The important point was at what date ought the 
surgeon to interfere, for in many cases operation seemed to be unduly 
postponed. He doubted whether any appliance that could be worn with 
any measure of comfort would prove of service in maintaining the kidney 
in place. He would put the treatment on a par with the wearing of a 
truss for hernia as compared with the radical operation, and he thought 
the time was coming when people would prefer radical operations. 

The Vick-PrEsipENT remarked on the use of silk ligatures by the 
author, and asked him if this was the substance usually employed by 
him, recalling the fact that he had seen cases with sinuses form, at the 
bottom of which were the remains of the silk lgatures. He himself 
used kangaroo tendon. He also asked the author what cases he con- 
sidered called for operation. He himself had had a certain number of 
these cases, but he had only had recourse to operation when the 
abdominal belt failed to give relief. He felt sure from his own experience 
that as a general rule the belt might be relied upon to afford relief. 
When that failed the operation might be thought desirable. About 
18 months ago he had treated a lady in this way, and she was now able 
to dance, though previously she had been a confirmed invalid. With the 
belt an air pad had been used which exercised direct pressure from 
before backwards. This had appeared to keep the kidney in position. 

Mr. CLarKg#, in reply, said that in respect of the general question as 
to what cases should be operated upon, it was very difficult to give a 
definite answer. He would not certainly operate upon every case he 
came across, thongh he was not sure that this was not what they would 
come to in a few years. When the patient complained of a great deal of 
pain and inconvenience he had cut down on the kidney and sutured it, 
and he supposed that the reason he had come across so many of these 
painful cases was that since he had called attention to them many cases 
had been sent to him for operation. He mentioned one case to show 
that pain alone was not a sufficient indication for operation. It was that 
of a young man who, after a severe injury, was sent to him for operation, 
but after examining him he had come to the conclusion that he probably 
had some blood round the kidney, so he advised rest for two or three 
months, and ultimately the kidney returned to its normal situation, and 
the pain disappeared without operation. In most of his cases he had 
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tried the belt before operating, except in cases in which the pain was 
very severe. Then there arose the question as to how the operation was 
performed. His plan was to cut down and remove the perinephric fat on 
the back surface, after which he passed a long curved needle with 
carefully sterilised silk hgatures through the lumbar fascia and through 
the kidney, not too deeply, but embracing a sufficient amount of kidney 
tissue, scraping the surface of the kidney before drawing the ligatures 
tight. He then closed the wound in the ordinary way. He invariably 
left in a drainage-tube in order to provide an escape for urine, &c., from 
the incision into the kidney substance, which he always made for 
purposes of exploration. He usually cut into the pelvis of the kidney 
where it joined the organ behind and passed his finger into it. Then he 
passed a probe down the ureter into the bladder, and if this proved to be 
clear he returned the kidney to its proper position, leaving in a drainage- 
tube for a few days. Some doubt had been expressed as to whether he 
was justified in including three or four cases as cases of movable kidney 
in which calculous matter was present. He had done so because the 
patients had had symptoms of movable kidney long before there was any 
symptom of stone; the stone, moreover, was phosphatic, which was a 
very likely sequel to movable kidney. He was of opinion that movable 
kidney played a much larger part in the production of kidney disease 
than was commonly imagined, and he had traced a number of cases of 
hydronephrosis, in many of which there had been signs of movable 
kidney before the kidney mischief had commenced. If one could prove 
this sequence to be common, it would go a long way in the direction of 
justifying operation in every case of movable kidney in order to prevent 
these subsequent changes. The large proportion of his cases in which 
the kidney pelvis was dilated might be explained by the fact that in 
most of them pain had been a prominent symptom, the pain having 
presumably been caused by occasional stoppage, probably in the ureter, 
with retention of the urine in the kidney for a certain time. What one 
wanted to know was what proportion of cases of movable kidney went 
on to hydronephrosis? He concluded by referring to the case of a woman 
who came to the hospital with two movable kidneys, in which he had 
advised against operation because pain was absent. She was under 
observation, and it would be interesting to observe if hydronephrosis 
developed later on. 





March 25th, 1895. 


ON A CASE OF TUBAL PREGNANCY AND ONE 
SIMULATING TUBAL PREGNANCY. 


By J. Buanp Surron, F.R.C.S. 


THE clinical signs of abortion or rupture of a gravid tube are 
sometimes so pronounced and so clear that they cannot be mis- 
interpreted. Occasionally, however, the signs are so obscure that 
the most experienced have been deceived; but the graver source 
of error, in so far as diagnosis is concerned, lies in those abdominal 
conditions which simulate rupture of a pregnant tube. I have 
practised surgery long enough to have witnessed lesions of every 
organ in the female abdomen, except the adrenal, misinterpreted 
for rupture or abortion of a pregnant Fallopian tube. 

The two cases I propose now to describe illustrate very well 
the certainty and the frequent uncertainty surrounding the 
diagnosis of such a serious accident as rupture of a gravid tube. 


Case 1.—In the afternoon of January 9th a married woman, 35 years 
of age, whilst “trying on a dress,” suddenly felt something give way in 
her belly. She was assisted to a couch, and quickly became collapsed. 
She was removed to bed and Dr. Hazel administered the usual stimulants 
cautiously and ordered external warmth. At nine in the evening, as 
there was no evidence of reaction, Dr. Hazel decided to seek surgical aid, 
and asked me to see the patient, at the same time informing me that she 
had had two children, the youngest being 5 years of age. Since the 
birth of this child she had regularly menstruated until January ; 
menstruation was due New Year’s Eve, but on this occasion merely a 
few drops of blood appeared, nine days preceding the seizure. 

When I reached the house the woman was blanched and her lips blue, 
the voice reduced to a whisper, the pulse faintly perceptible at the wrist, 
and she complained of pain in the left iliac fossa. The belly, though 
somewhat distended, was dull to gentle percussion over a small area in, 
the left flank. Liver dulness, normal. The uterus was slightly enlarged, 
its os patulous and the cervix soft. Some fulness could be perceived to 
the left of the cervix. The breasts furnished no evidence of pregnancy. 
Although the examination was conducted with extreme care and gentle- 
ness, it increased the collapse, and banished the pulse at the wrist. 
From the history and physical signs it seemed clear that the trouble 
was due to rupture of a very early gravid tube. 

Help was obtained, and within an hour of my summons to the patient 
I performed abdominal section. On incising the peritoneum a broad 
stream of arterial blood leaped through the wound. On gently drawing 
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my finger along the left Fallopian tube I felt a slight pyriform swelling 
near its uterine end, and bringing it up we saw the rent in the tube as 
shown in figure. The parts were transfixed with a double silk ligature 
and removed. <A large quantity of blood and clot was sponged out of 
the pelvis and the iliac fossa, and the wound closed with sutures. Half 
an ounce of brandy and three ounces of water were administered by the 
anus, and repeated hourly during the succeeding 12 hours. The pulse 
returned at the wrist, the temperature increased, and in three days the 
patient was on a fair way to recovery. On the fourth day she felt pains 
in the pelvis and after a mimic labour discharged the decidua in shreds. 
As I had warned the nurse of this interruption no alarm was experienced, 
and convalescence was complete in four weeks. 


Gestation sac Parovarium Ostium 


Mole 





Corpus Punctum 
luteum 


An Ovary and Fallopian Tube. The tube had become gravid and burst. 
(Natural size.) 


The parts removed were hardened for histological investigation, and I 
carefully examined the clot, but failed to find either embryo or mole. 
Next day, whilst arranging the specimen for the purpose of having it 
sketched, I detected in the gestation sac a rounded body no bigger than 
& green pea, and at once recognised it us a mole. It was not disturbed, 
but allowed to harden zn situ, and then the gestation sac and mole were 
embedded and sectioned. On microscopical examination this body was 
demonstrated to be a tubal mole, and many chorionic villi are seen in 
the sections. It is the smallest tubal mole which has come under my 
notice and measures 8 mm. in diameter. 

Sections prepared from other parts of the tube show a normal lumen, 
but the epithelium is detached from the summits of the tubal plice. 
The abdominal ostium of the tube is unchanged. The ovary contained a 
very large true corpus luteum, and the punctum indicating the breach 
through which the ovum escaped from the follicle is very distinct. 
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The specimen is interesting in that it affords additional evidence in 
support of the view that when an oosperm (fertilised ovum) lodges in 
the uterine half of the tube, it is less likely to lead to occlusion of the 
abdominal ostium than if it be retained in the ovarian half of the tube. 
It also illustrates in a striking way the fact that primary rupture of a 
gestation sac near the uterine end of the tube is nearly always intra- 
peritoneal, the bleeding is very profuse, and often fatal in the course of a 
few hours unless arrested by art. 


Case 2. Within 12 hours of dealing with the case just described, 
Dr. R. Marsden P. Low asked me to see with him a lady whom he had 
reason to suspect was suffering from a tubal pregnancy. 

The patient was 35 years old, and had been married seven months. 
On January 8th she was seized with pain in the left iliac fossa, and at the 
same time there was metrorrhagia, two circumstances which led her to 
seek medical aid. 

Dr. Low elicited the following facts :—The patient had missed two 
menstrual periods, and believed herself about three months advanced in 
pregnancy, and the condition of the breasts supported this view. The 
lower part of the abdomen to the left of the median line was occupied 
by a smooth, rounded, hard swelling, dull to percassion. On examining 
through the vagina, the cervix could be felt just within the vulva and 
displaced backwards, the os was patulous, the cervix soft, and blood, 
offensive in odour, escaped from the vagina. The fundus of the uterus 
could not be perceived above the pelvic brim, and the right half of the 
abdomen was resonant. 

On visiting and examining the patient, 1t was easy to corroborate 
Dr. Low’s observations, but the difticulty was to interpret them in a 
satisfactory manner. 

It was clear that the patient was pregnant, but whether the embryo 
occupied the uterus or the broad hgament we could not determine ; 
further, if the swelling in the pelvis was due to a mesometric pregnancy, 
the patient must have been woefully out in her reckoning. There was 
another complication I seriously entertained, viz., the presence of a 
tumour, probably ovarian, complicating pregnancy. The need of accurate 
diagnosis was pressing. Under these circumstances I aid not hesitate to 
attempt to pass the sound, but the displacement of the uterus would not 
allow it to pass beyond 3 cm. without the exercise of force. It was 
therefore decided to examine the patient under chloroform the following 
morning and give her the advantage of the opinion of an obstetrician. 
Dr. Champneys kindly agreed to share the responsibilities of the 
case. During the night the patient discharged an embryo three months 
old, with its placenta. On arriving next morning one of the great 
difficulties in the case had thus cleared up, but on examining the 
abdomen the large tumour remained, and it was clear that we really 
had to deal with uterine pregnancy, complicated with either an ovarian 
tumour or amyoma of the uterus. On this head no positive diagnosis 
was possible, and we decided to let the puerperium elapse before 
proceeding to interfere with the tumour. A few days later serious 
symptoms occurred indicating grave trouble in the abdomen. The 
temperature fell suddenly to 96°, then rose to 103°, pulse 120 to 
the minute; the tumour became tender to touch, and the patient 
extremely ill. 
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On January 18th, nine days after the miscarriage, I performed 
abdominal section, and found a pedunculated myoma growing from the 
fundus of the uterus; this tumour was as large as a big cocoa-nut and 
adherent by recent adhesions to intestines and omentum. It was with- 
drawn through the incision and the pedicle clamped. This was by no 
means a simple proceeding, as the tissues were soft and easily lacerated ; 
moreover, it bled freely around the wire of the clamp. The inflammatory 
products were sponged from the belly, the peritoneum adjusted around 
the pedicle, and the incision secured in three layers by sutures. The 
stump quickly sloughed, the clamp came away in 12 days, and con- 
valescence continued uninterruptedly. 

The tumour was a soft myoma which had become inflamed ; softened, 
inflammatory, and necrotic tracts were displayed on the cut surface. 

Apart from the clinical intricacy of the case it is interesting, inasmuch 
as it is an example of the successful removal of a uterine myoma during 
the puerperium. 


Remarks.—I1 venture to place these cases in contrast because 
one illustrates the need of decision, the other the importance of 
deliberation. When a student, as I used to listen with reverential 
interest, not untinged with hero-worship, to hospital consultations, 
JT would find myself fondly imagining what a wonderful panorama 
of cases resemblire or simulating the one under consideration 
must be passing before the mental gaze of those wise physicians 
and surgeons thus assembled. As years passed on I had to 
painfully learn that my visionary serial picture was, as a matter 
of fact, a very blurred phenomenon; and that so far as diagnosis, 
supposed to be founded on experience, is concerned it is mainly 
based, not on the collected experience of a lifetime, but on the 
last case or last few cases resembling the one the subject of the 
consultation. 

I have been told by those who occupy themselves in deciphering 
papyri that they are very apt to “read into” (or interpret) 
these curious ancient records in the light of our modern every- 
day knowledge. 

That a similar danger besets young surgeons not tempered 
with experience but brimful of all the signs indicating disasters 
within the belly, as laid down in recent writings, is exceptionally 
true when applied to the diagnosis of tubal pregnancy. 

When I came face to face with the second case recorded in this 
paper, flushed, so to speak, with a clinical victory, knowing full 
well how apt we are to read a new case in the light of the last 
which resembled it, and as there was no immediate urgency, 
and especially as the observed facts jarred with the patient’s 
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statements (she was a shrewd and intelligent lady), I reserved my 
judgment. That this course was justified is, I venture to think, 
substantiated by the ultimately happy issue of the case. 


AN OPERATION FOR EXTRA-UTERINE GESTATION 
INVOLVING RESECTION OF FIVE INCHES OF 
SMALL INTESTINE—RECOVERY. 


By Leonarp A. Brpwett, F.R.C.S. 


Tue following case derives its chief surgical interest from a 
complication which arose during the operation, namely, rupture 
of the small intestine; the whole case is interesting in other 
ways. The following is a description of the case :— 

A. M., aged 28 years, was first admitted into the West London 
Hospital on July 5th, 1894, under the joint care of Dr. Ball and 
myself. There was nothing of importance in the family history, 
and she had enjoyed good health prior to her marriage. She had 
been married 10 years, and had been pregnant three times; first 
a premature birth at six months, then a miscarriage at about 
three and a half months, and finally a full term male child who 
was born seven years ago, and is alive and healthy. Since this 
confinement she had been quite regular, up till the beginning of 
February, 1594. 

Present Illness—In February, 1894, she went a fortnight 
beyond her normal period, and about March 25th she had a 
severe attack of abdominal pain which lasted three days; since 
then she has been losing blood per vaginam every few days, and 
having shght attacks of abdominal pain; atthe date of her periods 
these attacks of pain are more violent and more blood is lost, but 
not so much as at her normal periods. 

There has been some swelling of the breasts, but no morning 
sickness; she has, however, suffered a good deal from flatulence. 
The abdomen has been increasing in size since April. There is 
no history of the expulsion of any decidual membrane. She 
thinks that she has felt foetal movements during the week prior 
to admission. 

State on Adnussion The patient was a well-nourished and 
healthy woman, admitted with an abdominal tumour. 
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The lungs and heart were healthy, and the temperature normal. 
On examination of the abdomen, a swelling was felt in the left 
ileo-inguinal region; it was about the size of a cocoa-nut and 
elastic in consistence. | 

By vaginal examination it was found that the swelling, which 
was entirely unilateral, was continuous with the uterus, and 
could not be differentiated from it. The cervix uteri was soft, 
but not shortened. There was marked pulsation in the vaginal 
arteries, but examination was not painful. 

After consultation with Dr. Moullin it was decided that, as 
the gestation had probably advanced beyond the fourth month, 
no operation should be performed at the present, but that the 
patient should be kept under observation. She left the hospital 
on July 9th, and reported herself weekly until the first week in 
October, when she discontinued attending as she felt sure that 
her pregnancy was a normal one, and she expected to be confined 
in the middle of November. 

The abdomen continued to increase in size until the middle of 
October, since when it began to decrease; the foetal movements 
were felt occasionally until the abdomen began to decrease in size, 
but were not felt afterwards. There was occasional bloody dis- 
charge from the vagina. 

About the beginning of November the patient suffered severe 
abdominal pain which bent her double, and there was considerable 
metrorrhagia at the same time; the breasts enlarged, and milk 
was secreted. These pains continued severe for four or five weeks, 
and ceased about December 8th, since when she had scarcely 
any pain, but her bowels had been very obstinate. She 
reported herself again on December 29th, and as it was clear 
that the foetus was now dead she was readmitted into the hospital 
on January 5th, 1895. She was then rather anemic and 
emaciated, but her temperature was normal and her tongue clean. 

The abdomen was enlarged to about the size of an eight 
months’ pregnancy. There was dulness over the umbilical, hypo- 
gastric, and both iliac regions, but resonance in both flanks. The 
tumour extended to about 2 inches above the umbilicus, and 
was rather more prominent on the left side; the transverse 
diameter was the greater, and the tumour did not extend down 
into the pelvis. Its consistence was unequal per vaginam, being 
elastic in parts. The cervix uteri was not enlarged, but the 
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uterus could not be differentiated from the abdominal tumour, 
which was more readily felt on the left side. Her other organs 
were healthy, and the urine contained neither albumen nor sugar. 

On January 10th, 1895, the patient was put under chloroform, 
and the abdomen opened ky an incision 3 inches long in the 
linea alba. J had the benefit of the assistance of my colleague, 
Mr. Keetley, and of the advice of Drs. Moullin and Ball. 

On opening the peritoneum, a tense shining cyst wall came 
into sight, and adherent to its upper and front part was the 
transverse colon and about 5 inches of the ileum. The trans- 
verse colon was easily separated from the tumour, but on 
attempting to separate the ileum the cyst was opened; a few 
ounces of greenish, turbid though inoffensive fluid escaped. It 
was therefore decided to leave the separation of the adherent 
out until after the removal of the foetus and placenta; these 
were readily removed without any bleeding. The interior of the 
sac was then scraped with a sharp spoon and thoroughly cleaned 
out with sponges. It was then attempted to complete the 
separation of the adherent ileum from the upper part of the sac, 
but the adhesions were so dense that the muscular coat was 
separated from the gut and left attached to the sac; a rent, too, 
was made in the mucous membrane at one point, and this, tov, 
when only the finger was used to separate the adhesions. Since 
the whole of the separated intestine was obviously seriously 
injured, it was decided to resect the whole of the portion which 
had been attached to the sac, instead of simply suturing the reut 
in the mucous membrane. After clamping the gut above and 
below the damaged part with small pieces of rubber tube com- 
manded by catch forceps, I resected about 5 inches of the 
ileum; at Mr. Keetley’s suggestion | adopted Maunsell’s invagina- 
tion method for joining the two ends; about 20 sutures were 
employed. The incision in the lower part of the gut was closed 
with four Halsted’s sutures of fine silk. The anastomosis took 
about 25 minutes to perform, and was done outside the wound. 

Some adhesions of the sigmoid to the sac were easily separated 
with the finger, and the greater part of the sac was then cut 
away; asit was found impossible to completely remove the sac, 
owing to its adhesions in the pelvis, its edges were stitched to 
the lower part of the abdominal wound, and the cavity stuffed 
with cyanide gauze. 
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A Keith’s drainage-tube was;inserted into the peritoneal cavity, 
close to the position taken by the intestinal anastomosis when 
reduced, and the rest of the wound closed with silkworm-gut 
sutures. Cyanide gauze dressings and wood-wool pads were then 
apphed. The operation lasted about one hour and a half. 

After coming round from the anesthetic the patient had a great 
deal of abdominal pain, so a fifth of a grain of morphia was 
given hypodermically. Only hot water was allowed by the mouth 
for the first 12 hours, but nutrient enemata and suppositories were 
given alternately every three hours. 

January 11th—She had a fairly comfortable night, and the 
highest temperature was 99°2°. The Keith’s tube was pipetted 
four times, and, as only about 2 drachms of blood-stained serum 
were removed at each dressing, it was removed at the end of 
24 hours. As there had been no vomiting, peptonised milk, beef- 
tea, and barley-water were given in l-ounce doses by the mouth. 

January 12th.—The patient’s condition was excellent ; there was 
slight abdominal distension, but the temperature was normal. 
Drinks of milk were allowed. 

Her progress towards recovery was uneventful until the 
17th of January, when the bowels were opened after a glycerine 
enema, although castor oil had produced no result. The tem- 
perature had risen te 100°, so the stitches in the sac were 
removed, and a drop of pus was seen at the upper end of the 
sac; a small sinus was found, into which a small tube was 
inserted. The remaining sutures were removed on the following 
day. The temperature remained normal after this, and the patient 
was taking her food well—fish, &c. Another dose of castor oil 
was given on the 18th, and in the afternoon of the 20th a copious 
discharge of liquid feces occurred from the small sinus at the 
upper part of the sac. The abdomen was soft and not distended, 
but a hard lump could be felt in the left inguinal region 
about 2 inches from the wound; on pressing here some fecal 
matter escaped from the wound; the lump evidently corresponded 
to the anastomosis. The patient was in no pain, and her general 
condition was excellent; she was then taking the ordinary 
hospital diet, and had two slight actions of the bowels on that 
day. 

After this, the discharge of fxecal matter from the wound did 
not exceed 1 drachm at each dressing, and ceased on January 25th 
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The wound had completely healed with the exception of the sinus 
at the lower angle. On January 27th the temperature rose to 
102°, and patient complained of abdominal pain; the bowels, too, 
did not act satisfactorily. No cause could be found for the rise 
of temperature, and it fell to normal the same day, but on 
January 29th there was another discharge of feces from the 
wound. Since this there has been no further fecal matter 
passed. A few days later a number of scybala were passed after 
copious enemata, and the patient had no further pain. She got 
up on February 3rd, three weeks after her operation, and went 
home on February 27th with the wound quite healed with the 
exception of a pinhole sinus about half an inch in length, from 
which there was scarcely any discharge. Some resistance could 
be felt just to the left of the incision, which I think indicated the 
position of the sutured intestine. 

I have seen the patient several times since her leaving the 
hospital, and the wound has been healed some weeks. She has 
had no further difficulty with her bowels, and they act daily 
without medicine. She states that she feels better than she has 
done for years. 

Description of the Fotus.—The weight of the foetus now is 
3 pounds, but it was probably more when fresh. The length from 
vertex to heel is 14 inches. Its age was probably between 
¢ and 8 months; it had probably been dead for some time, as 
the skin was much macerated and discoloured. ‘There is a 
peculiar deformity of the foot, the great toe is at right angles 
to the rest of the toes; and there is considerable varus of both 
feet. The placenta was of good size, but was very friable and 
full of discoloured clot. 

The pregnancy, in this case, seems to have reached the eighth 
month, and there is a fairly good history of a false labour taking 
place at this period. It seems probable that the foetus died before 
this false labour, as the tumour had begun to decrease in size 
a week or so before this. Since the foetus appears to be of about 
seven and a half months’ development, it must have been dead 
about 10 or 11 weeks before the operation. 

The mere fact of an operation for extra-uterine gestation would 
not have induced me to bring this case before this Society, since 
operations for this condition are by no means uncommon; besides 
this case there have been four other cases operated on at the 


298 OPERATION FOR EXTRA-UTERINE GESTATION INVOLVING 


West London Hospital within the last 18 months. These four, 
however, all occurred before the fourth month, and were all 
successful. An operation at this late period is, I believe, more 
uncommon, but I find two very similar cases have been recorded 
in the ‘ Obstetrical Society’s Transactions’ by Drs. Cullingworth 
and Phillips; in the latter’s case it is mentioned that the small 
‘intestine was adherent to the sac, but was readily separated by 
the finger. 

To me the chief interest in this case is the complete success of 
the intestinal anastomosis by the invagination method recom- 
mended by the late Dr. Maunsell. It also shows the importance 
of choosing healthy gut for an intestinal suture. Had I simply 
sutured the rent in the mucous membrane I should have enter- 
tained very little hope of success, whereas by resecting the whole 
of adherent and damaged intestine I had confidence in the result. 
Maunsell’s method is now so well known that I need not describe 
it, but I would like to recommend it in all cases of end to end 
anastomosis. The only difference | have made in the operation 
_is the substitution of Halsted’s stitches for Lembert’s in closing 
the incision in the intestine; I believe that the necessity for 
including the submucous coat in each suture cannot be too much 
emphasised, and I attribute my success in several cases of intestinal 
suture to attention to this point. 

The question has been raised whether it was advisable to 
attempt to separate the intestine in this case, and whether it 
would not have been better simply to remove the foetus and 
placenta and to stitch the sac to the abdominal wall; but as the 
intestine was adherent to the upper and front part of the sac, the 
contraction following the healing up of the sac would have so 
pulled on this loop of intestine that chronic obstruction would 
probably have resulted; the sac also would have taken a much 
longer time to heal up. I therefore maintain that I acted 
rightly in freeing the gut. 

With regard to feeding I treated this case in the same way 
that I always feed abdominal cases, and I do not consider that 
a sutured intestine is any bar to early feeding by the mouth. 
Peptonised milk, beef-tea, and barley-water were given in small 
doses on the day following the operation, and their quantity was 
increased on the next day; on the third day custard pudding was 
added, and on the sixth day fish or chicken was ailowed. 
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The occurrence of the fecal fistula is rather curious, since no 
feeces appeared till the tenth day, and the fecal escape only lasted 
five days, with one recurrence four days later. The fecal matter 
came along a sinus in the track of the Keith’s drainage-tube ; it 
may be that the end of this tube damaged the gut, as it was much 
too long; at any rate we were fortunate in having this track for 
the feeces to escape by. 

In conclusion I wish to point out that, although such a case 
as this is usually considered as a gynecological one, and is now 
claimed by the obstetric physicians, the difficulty and danger 
of the operation was in dealing with the adherent intestine, and 
this I consider is a purely surgical proceeding; the mere extrac- 
tion of a dead foetus and placenta is not difficult. 

I should mention that this patient was nursed, after the opera- 
tion, in the general medical ward, anda did not have the luxury of 
a special ward or of special nurses, both of which I consider quite 
unnecessary. 


Mr. AuBAn Doran asked for some explanation of the extraordinary 
amount of bleeding to which even a small gestation sac gave rise, 
mentioning that a few days since in removing a tubal sac at a very early 
stage he had happened to scratch it with his nail, and it bled furiously, 
although when the pedicle, which was small, had been tied there was no 
further trouble from hemorrhage. It was true that a band passed from 
the sac to the vermiform appendix, which he secured with forceps and 
cut across on the side towards the appendix, and then when the sac was 
raised, the forceps slipped and the artery from the appendix spouted a 
great deal. He had frequently met with this condition. It not 
unfrequently happened that there was an adhesion, not to the appendix 
but to its mesentery, and the result was that the mesentery with the 
artery was drawn down. This, and not the connection with foetal sac, 
accounted for the hemorrhage, because it did nut seem to be the case that 
the normal vessels in the neighbourhood of a tubal sac underwent any 
changes, in fact on the uterine side of the sac in his case there were no 
vessels which gave any trouble. He raised the question how it was that 
cases of extra uterine gestation were at present of such frequency. Some 
few years since he had inspected a series of very elaborate clinical reports 
from one of the large general hospitals, prepared over 20 years ago, and 
there were not more than four or five out of hundreds which could be 
interpreted as due to the rupture of a tubal sac. He could not help 
thinking that for some reason this abnormality was becoming more 
frequent of late. In the second place, he said he would lke to know 
what Mr. Sutton thought of the important question raised by 
Dr. Clarence Webster, of Edinburgh. Mr. Sutton had _ practically 
cleared up the subject of chorionic villi, and had shown how we could 
detect chorionic villi in blood clot, a point which was of the greatest 
diagnostic importance. It was taught by a distinguished surgeon that all 
inflammation of the tube caused desquamation of the epithelium, and 
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that then, and only then an impregnated ovum could graft itself on the 
walls of the oviduct. He observed that it had since been shown by 
Dr. Webster that decidual tissue formed in the healthy tube as an 
anomaly. Not only in women, but in mammals generally decidua 
developed under the epithelium of the uterus after impregnation. In 
many of the higher mammals that formation extended to the ostium of 
the tube. Dr. Webster had shown that in woman this change occa- 
sionally involved the parenchyma of the tubes themselves. Whether 
this was the case he himself could not say, but it looked as if decidua 
frequently formed in the human Fallopian tube. When the ovum 
touched the epithelium of the endometrium after impregnation, when 
decidual tissue was beneath it, some mechanism determined the shedding 
of the epithelium covering this tissue. The same result occurred when 
decidual tissue formed in the tube. He did not think, however, he could 
see any decidual tissue in Mr. Sutton’s specimen. This destruction of 
epithelium was, however, the result, not the effect, of tubal gestation. 
Inflammatory diseases of the tubes did not explain the frequency of tubal 
gestation. Moreover, when tubal gestation began, the inflammatory 
changes in the tube, as well as the shedding of its epithelium, were 
consequent on the tubal gestation. He pointed out that the inflammatory 
changes that occurred in a tube containing a gestation sac were quite of 
a different type to those resulting from gonorrhceal infection, &c., for in 
primary inflammation the ostium was rapidly obliterated, while in tubal 
gestation the ostium often remained patent throughout, consequently we 
often found that the ovum or a quantity of clot might be shot out through 
the tubal ostium. It was, therefore, quite a different thing to remove an 
inflamed tube and one that contained a gestation sac. 

Mr. Harrison Criprs observed that the question of operating must 
depend on the diagnosis. One generally described two varieties of tubal 
rupture, one at the upper or free border, which discharged directly into 
the peritoneal cavity, the other through the lower border, when the 
blood was effused between the layers of the broad ligament. So far as 
his experience went, in nearly all the cases of the former class in which 
the hemorrhage was unrestrained, the patient would bleed to death, 
unless the surgeon interfered to put a stop to the hemorrhage. When, 
however, the ‘rupture led to hemorrhage into the broad. ligament, 
spontaneous arrest followed, as the internal pressure increased, and most 
of these cases called for no surgical treatment at all, the hemorrhage 
becoming arrested, and the blood already effused undergoing absorption. 
Hence the importance of deciding in which direction the rupture had 
taken place. The symptoms of rupture into the peritoneum were quite 
clear ; there was sudden pain, not very intense, with marked collapse, 
yet, per vaginam, no tumour could be felt, at most an obscure puffiness in 
Douglas’s pouch. There was nearly always dulness in the flanks, such as 
one might expect from the effusion of blood into the peritoneum. When 
the bleeding was into the broad ligament, the pain was always a great 
deal more acute, and was associated with constant bearing-down sensa- 
tions, while the general symptoms of shock were not so severe. On 
examining the patient, there could be felt a tumour situated in one or 
other side of the uterus, and on deep palpation this tumour might also be 
made out in one or other iliac fossa. In the cases of hemorrhage inte 
the peritoneal cavity the surgeon ought to interfere at once, but the 
broad ligament cases were best left to nature. There was, however, a 
third class of cases of which he had had some ex <amples during the last 
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year or two, cases in which the hemorrhage was not free into the 
peritoneal cavity, but was practically limited to Douglas’s pouch, the 
omentum having sealed it down into the pelvis by having contracted 
adhesions to the top of the uterus, in front and behind, to the rectum. 
The omentum in fact formed the lid of a cavity containing blood clot, and 
probably also the foetus. Probably there had been in the first instance 
some trivial hemorrhages, sufficient to set up inflammation in the neigh- 
bourhood of the gestation sac, and thus sealing the omentum over that 
part, a more considerable hemorrhage subsequently following. He had 
some doubts as to the best method of proceeding in this class of cases, 
but believed it best to operate. He referred to a case of the kind which 
had come under his observation a week previously. At first the 
hemorrhage seemed to be limited to Douglas’s pouch, things quieted 
down for a week or 10 days, and then there wasa fresh attack which 
constrained him to-operate. In the three cases of the kind he had seen, 
they had rather suspected, from the feel of the tumour, that the 
hemorrhage was in that position, for there was no dulness in the flanks, 
and the tumour could be felt but indistinctly. Per vaginam, Douglas’s 
pouch was occupied by something very soft, unlike the firm feel of blood 
extravasated into the broad ligament. He had been very much interested 
in the remarks that had fallen from Mr. Sutton as to the difficulty of 
diagnosis, but they were not exactly in accord with what he himself had 
observed. As to Mr. Bidwell’s case, when he had found the intestine 
adherent to the sac he had attempted to break down the adhesions, thus 
opening the intestine. That he felt sure was a mistake, and he thought 
it was better surgery to cut off the piece of sac and leave it an situ rather 
than face the risk inherent to excision of a portion of the intestinal wall. 
He had adopted this plan on two or three occasions in ordinary ovari- 
otomy without inconvenience. 

Dr. Herman thought that cases in which primary rupture of the 
eravid tube caused bleeding enough into the peritoneal cavity to cause 
death were rare, if indeed they ever occurred. In almost every case in 
which this seemed to have taken place, there had been previously shght 
hemorrhages into the peritoneal cavity, as set forth in the last group of 
cases described by Mr. Cripps. That opinion he based on the fact that in 
- all cases he had seen or read of, clots of different ages had been found in 
the abdomen, showing that there had been more than one hemorrhage. 
He referred to a very interesting paper by Mr. Taylor of Birmingham, 
in reference to these slight hemorrhages. If there were reason to believe 
that there had been repeated attacks of hzmorrhage, he thought it was 
better practice to open the abdomen forthwith, without waiting for a 
more severe hemorrhage. As to the cases of hemorrhage into the broad 
ligament, in which operation was not called for, he recalled that Mr. Tait 
had pointed out a most distinctive feature, viz., that processes of cellular 
tissue going from the uterus on each side of the rectum back to the 
sacrum became infiltrated with blood, forming a semicircle round the 
rectum. This semicircle he had been able to make out distinctly on 
various occasions, for it occurred not only in hemorrhage into the cellular 
tissue, but also when the cellular tissue of the pelvis was inflamed. 

Mr. Ciurron opined that many of these cases of rupture of the tube, 
leading to hemorrhage, were not recognised, and so came into the hands 
of the general surgeon. He had seen a number of these cases diagnosed 
as rupture of this or that viscus. In the last case of the kind, he did 
not see how anyone could have diagnosed the case from one of strangula- 
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tion of the small intestine, or of perforation, The patient was a lady 
40 years of age, who had had no child for 12 years, and she had been 
assured by Dr. Matthews Duncan that she could not have any more 
children. Menstruation had been regular, and she had a very large 
and firm uterine fibroid. She was seized with violent vomiting and 
faintness, and from that time, until he had seen her, had passed neither 
flatus nor feeces. It was clearly a case of some intra-abdominal trouble, 
and he opened the abdomen. ‘To his surprise, on opening the abdomen, 
a large quantity of blood escaped, for which, he confessed, he was not 
prepared, inasmuch as he had not entertained the idea of its being a case 
of ruptured tubal pregnancy. The case was easily dealt with in the 
usual way, but it led him to reflect that there must be many cases of 
the kind which did not come into the hands of gynecologists, because 
the nature of the condition was not diagnosed. With reference to 
Mr. Bidwell’s case, he thought that resection of the intestine was rather a 
severe measure, but he supposed he would explain why he had adopted 
this course. He asked where Mr. Bidwell supposed the fecal fistula 
formed. This was important, in view of the fact that he had thought 
proper to depart from the usual Lembert suture. 

Dr. Lewers said that three years ago he had operated on a case of 
ruptured tubal gestation at about the third month. The abdomen was 
full of blood, and contained a feetus about three months’ development, 
floating in the peritoneal cavity. He removed it and the tube in the 
usual way, and the patient made a good recovery. ‘Tbe interesting point 
about the case was that a year or so later the lady returned with 
apparently the same train of symptoms as before. He had examined 
her from time to time, and was therefore cognizant of her condition, that 
is to say there was no tumour in the hypogastric region, and the uterus 
had returned to the normal size. She came, on this second occasion, with 
metrorrhagia, pain in the left side (the previous gestation having been on 
the right), where there was a distinct swelling, with another one in the 
middle line, evidently an enlarged uterus. There were also changes in 
the breast It looked, therefore, ike a second tubal gestation in the 
opposite tube. He recommended a second operation, and she went into 
a home for the purpose. The day before the operation she passed a 
blighted ovum, about the size of a hen’s ege, which contained no foetus, 
though the shaggy villous covering left no doubt as to its nature. The 
discharge of this body made no difference to the size of the tumour on 
the left side, which he concluded to be an ovarian tumour, so the 
preparations for the operation were not interfered with, and this it 
turned out to be. The tube on the left side proved to be quite 
patulous ; and it followed that the left ovary, though it had become 
cystic to the size of a cocoa-nut, had been able to produce an ovum 
capable of impregnation. Another curious feature was the rapid growth 
of this ovarian tumour, for it was certainly not enlarged on the occasion 
of the previous operation, or it would have been removed along with the 
ruptured tube. 

Mr. Buanp Surton, in reply, said it was a matter for congratulation 
that surgeons were taking an interest in these cases; he did not fora 
moment believe they were more common, but that they were oftener 
recognised. Formerly they were called hzmatoceles ; but, since the tubal 
mole has been recognised, the dependence of these sudden intra-peritoneal 
hemorrhages on tubal pregnancy has been established. Many cases of 
sudden abdominal collapse and death in a few hours due to abortion or 
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rupture of a gravid tube, have excited suspicions of poisoning, and been 
made the subject of coroners’ inquests. Such cases do not come into 
hospital ; they are too ill to be moved. Patients with bleeding into the 
broad ligament survive the shock, and are subsequently admitted into 
the hospital; by rest, the blood quietly and slowly absorbs; as a rule, 
these do not require operation. The third class of cases, described by 
Mr. Cripps, are well known. Bleeding, small in amount, from a gravid 
tube, floods the recto-vaginal space with blood, and floats up the small 
intestine and omentum; these adhere, and form a roof to the fossa; 
into a space thus formed, bleeding may happen again and again. This 
condition gives excellent results when submitted to operation. 

Mr. BIpwELt, in reply, explained, in reference to the resection of the 
intestine, that he had separated the adhesions with the finger, and that, 
at the beginning, they were easily separated, but gradually became more 
difficult, until finally the gut was ruptured. He thought that, in this 
particular case, the resistance of the intestinal wall was somewhat below 
normal; in fact it was macerated in the same way as the fcetus was. 
In any event he preferred to resect, rather than to leave a septic portion 
of sac wall in the abdominal cant. He had used Halsted’s suture before, 
in several cases, with the best results. He did not think there could be 
any question that the fecal fistula originated in the Halsted’s system, 
but that it formed in consequence of Maunsell’s procedure ; seeing that in 
the latter method, the sutures penetrated all the coats, and faecal matter 
might have leaked through one of the suture tracks. 


April 22nd, 1895. 


CASE OF SEROUS EFFUSION INTO THE PLEURA 
OF EIGHTEEN MONTHS’ DURATION. 


TREATED BY REPEATED PARACENTESIS, AND SUBSEQUENTLY BY FREE 
Incision, PRopaBLy TUBERCULOUS IN ORIGIN, AND ASSOCIATED 
with CHrRonic Ascites; Recovery CoMPLETE, WITH RE- 
EXeANSION OF THE Lung anp LirrtLe CONTRACTION OF THE 
SIDE. 

By Samuet West, M.D., F.R.C.P. 


Iv June, 1893, I was asked to see Miss B. P., aged 31, whose 
abdomen and right side of the chest had been full of fluid for more 
than 12 months. The object was to obtain my opinion as to 
whether anything could be done to relieve her. 

It appeared that until September, 1891, she had been in perfect 
health, and was active, energetic, and athletic. She then began to 
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feel weary and lose her usual energy. In October she became 
troubled with severe pains in the abdomen, which came, on and 
off, both night and day. She had a good deal of discomfort after 
meals and the abdomen increased in size. In November ascites 
was diagnosed, which, in December, was stated to be of a tuber- 
culous nature. She was treated by rest, local inunctions, and — 
tonics. She was now troubled with a good deal of obstinate 
diarrhoea, and she lost weight and strength rapidly. On 
January 2nd, 189%, she first felt pain in the right shoulder, 
and a few days afterwards a small pleuritic effusion on that side 
was diagnosed. From this time until March she was in bed, but 
made no improvement. The fluid in the abdomen and pleura had 
greatly increased, and at Haster the question of paracentesis was 
raised, but, after consultation with two other doctors near her 
home, it was decided against. As far as I can learn, the opinion 
was expressed that the case was one of widespread tuberculosis, 
and therefore unsuitable for any operative interference. The 
patient was allowed to get up daily and to drive out whenever the 
weather was favourable. 

All this time she dragged on a miserable existence, the abdomen 
being of considerable size and the cause of great discomfort on 
account of the weight, while the breath was very short. She 
became wasted almost to a skeleton, and her family was informed 
that she could not recover. 

From July to December she remained in statu quo, the question 
of paracentesis was raised more than once, but each time decided 
against. 

During the next three months she improved, and was able to go 
out daily for a drive or short walk; but in the spring the fluid 
increased, and she was sent up to London to see me in June, 1893. 
I found her then greatly wasted, little more than skin and bone, 
and looking lke a patient with advanced phthisis. The tempera- 
ture was normal. The abdomen was fu!l of fluid and greatly 
distended, though the walls were lax. The right pleura was also 
full of fluid and was dull to the clavicle, the heart being displaced 
as far as 1 inch outside the left nipple line. 

The family history was bad. An aunt on the mother’s side and 
an uncle on the father’s side had both died of phthisis. She was 
one of five children ; one sister died not long ago of acute phthisis, 
and one of her two brothers had been phthisical for some years. 


{ 
OF EIGHTEEN MONTHS’ DURATION. 305 


The questions put to me were: “ Ought she to be tapped? and 
what prospect was there of doing her any permanent good, 
the fluid having been permitted to remain so long without inter- 
ference ? ”’ 

In answer to the first question, it seemed clear to me that she 
ought to be tapped at once. In respect to the second question 
the answer was much more difficult; in the first place there was 
no doubt in my mind that the affections both of the abdomen and 
pleura were tuberculous in origin, but the prognosis was very 
different in the two cases. ‘Tapping the abdomen was certain to 
give great relief, and it was quite possible that even after a single 
tapping the fluid would not return. This opinion was a great 
encouragement to the patient, for she attached more importance 
to the condition of the abdomen on account of the disfigurement it 
produced than she did to the state of the chest. In respect of the 
pleura the prognosis was doubtful, for all depended upon the 
extent to which the lungs might re-expand ; and considering that 
they had been compressed by fluid for more than 12 months, it 
was most likely that they were bound down by adhesions, perhaps 
even permanently. Under any circumstances the paracentesis 
would have to be repeated; and recovery, if it took place at all, 
would be a question of time. 

It was decided that she should remain in London and be under 
my care. Accordingly accommodation was found for her, and in 
the beginning of July I tapped the abdomen, removing about 
two gallons of clear serous fluid. She was of course kept entirely 
in bed and fed liberally. I can dismiss the abdomen now from 
further consideration, for the fluid never returned and the single 
tapping cured the ascites. 

On July 15th I tapped the right pleura, not using the aspirator 
but an ordinary needle with a tube to the floor. Ninety ounces 
of clear serous fluid were removed easily. I was pleased and 
surprised to find that the lung appeared to come freely out, the 
heart’s apex returning nearly to its normal place, resonance and 
breath sounds reappearing over the upper part of the right side as 
far down as the fifth rib. 

That the lung should re-expand to this extent spontaneously 
without the use of any suction with an aspirator seemed to me 
very hopeful and encouraging. The fluid removed from the pleura 
was clear serum, specific gravity 1018, and almost solidified on 
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boiling. The patient was greatly relieved and inspired with fresh 
hope. 

The history of the case from this point for a long time consists 
in a record of repeated tappings of the pleura and of rapid recovery 
of flesh and strength. It was quite remarkable how rapid the im- 
provement was with simple nursing after the removal of the fluid. 
The following is a record of the tappings of the pleura :— 

















Date. Operation. Oz. Remarks. 
July 13th............| Paracentesis 90 | With syphon. 
MOH, Soies4 eas a 110 
PAUSE SEC ce 606s. a0 0% #3 103 
cig eS iene ine fi 100 
September 5th....... a 120 
age eae . 50 
ee eee a 50 
Wetober 20d.'s. ft sess x: 60 | With the aspirator. 
ey. | WORN Se wishete. e's 55 15 | With the syphon; no more 
with the aspirator, but 
fluid was evidently left. 
se OG sie ee Fok %s | 60 With syphon. 
Pe eee 7 23 | With aspirator; some air 
passed into the pleura. 
November 16th ...... 59 90 | With syphon. 
i DOLE, wignescan bs 72 | With aspirator. 
December 8th ....... 40 3 
as RGGI Sa esas i 30 | Aspirator used henceforth.* 
a BANG toed bak - 40 
Tag Rods i 30 
1894. 
January 4th......... re 30 
yo EOIN S Salacn aaee r 30 
sf SOUR Rs aectles 5 22 | Fluid a little biood-stained. 
01 OUR Gave ea ak 25 | Fluid ditticult to find; can- 
nula seemed to touch lung 
easily on all sides. 
February Ist........ 3 15 
aio CCUM eG coe “4 8 
4 QZA. cv se *, 9 
Marcel 2nd. (455004508 % 62 | There bad been a good deal 


of pain in the right side 
and shoulder during the 
last week, but the tem- 
perature was normal. 





* The needle was inserted in the eighth space in the posterior axillary 
line. It always caused pain felt at the spot, but most in the epigastrium, 
due no doubt to the intercostal nerve being irritated by the needle. The ribs 
were now so close together that it was difficult to introduce the needle. The 
side had very greatly contracted, and the heart had long been in its normal 
place. 
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Date. Operation. O7, Remarks. 
ere BUN. vs wie ees Paracentesis 28 
ee BGO 5 deateiet eaters a 42 
ELT Oe are “6 28 
PE EL oie ie 6 ere wee 3 27 
REEDS OGY. Cesc 0/9 leave 6-0 a 33 
MR EAU 5) 5 0x0i's. aaa o's ie 24, 
_ Dee ere - 15 
PUNE carcass S004. 0% a us 
Bers Cth, o/s .ca000'0 « . 35 
<5, ad S54 a A re ce 35 
_ A ee x4 33 
8 La rane " 35 
PREMIO C OUT 4.4.0, 6.00.6 <0 0 5 5 30 





For the first three or four months she was kept rigidly in bed, 
but then was allowed to get up, though remaining in her room. 
Towards the spring she went into another room, and when the 
days were fine went out at first in a bath chair and later walking. 
As the summer came she was able to go some distance without 
fatigue or shortness of breath. She had become quite fat, and 
looked in excellent health, as indeed she felt. 

There was no appreciable difference between the two sides, and 
the movements were almost equal. The breathing was natural 
over the whole side except at the base behind, where the sounds 
were deficient. The fluid seemed to be confined in a small pocket 
in the mid axilla. There had never been any rise of temperature, 
and the fluid remained serous throughout. I felt no doubt that 
in time recovery would be complete. However, the length of the 
case and the expense to which the parents were put in consequence 
rendered them impatient, and at last it came to this—that either 
she must go home as she was, or something else must be done to 
accelerate the cure. 

There was of course but one other thing to do, and that was to 
open the side. This would in all probability convert what was a 
serous effusion into an empyema, and I naturally shrank from that, 
especially with the strong family history there was of phthisis, and 
the eertainty that the disease in the patient was of tuberculous 
origin. Over and above this risk there was another to be reckoned 
with, namely, the danger of exciting a fresh outburst of tubercle 
in the lung or elsewhere. It seemed also to me too bad to expose 
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the patient to all these risks, considering the good state of health 
in which she was. Moreover, there was a complete uncertainty 
whether the operation ;would have the desired effect of really 
expediting the cure, supposing that the patient escaped the risks 
referred to. At the same time it seemed probable that the pleural 
cavity was in great part obliterated, and that if the chest was 
opened and an empyema produced it would only be a local 
empyema that would have to be dealt with. What I chiefly 
dreaded was a fresh outburst of tubercle. I pointed out that the 
operation would certainly necessitate a further stay in London of 
quite indefinite duration. However, after having all the pros and 
cons placed before them, the family decided that the operation 
should be done, and with great misgivings I consented. 

A few days later, in the first week of June, 1894, the side was 
opened by my colleague, Mr. Bowlby, by a free incision along the 
seventh rib in the posterior axillary line, a portion of the rib being 
removed. A pint or more of fluid escaped, and, to my surprise 
and disappointment, the lung was found not to be adherent any- 
where, so that it collapsed entirely. The operation was perfectly 
simple, and the side was dressed with antiseptic dressings. 

The next day the temperature began to rise and in the course of 
a week became markedly hectic, rising to 102° or 103° every night. 
The fluid discharge from the side, which for a few days remained 
serous, gradually changed its character and became purulent. 
The opening was quite free, and there was no retention, so that 
some other cause for the rise of temperature had to be looked for, 
but none could be found, and I began to fear that what I had 
dreaded had come to pass—namely, that the operation had led to 
an acute outbreak of tuberculosis. 

The patient rapidly lost flesh and strength, became wandering 
and almost delirious at night, and appeared to be going down hill 
as fast as she could, and that without any obvious reason—at any 
rate, as far as the empyema was concerned—for the discharge 
was never large, remained sweet throughout, and there was no 
retention. 

So this went on from day to day, until on my return from my 
holiday at the end of July, I was shocked to see the condition to 
which the patient was reduced. She was wasted as thin as a 
skeleton, and looked very ill and feeble. The temperature still 
remained high, though it rarely passed 102°. Now for the first 
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time some pleuritic friction with fine crepitation was discovered 
at the left base, and this seemed to confirm the fear that the fever 
was due to the development of tuberculosis in the lung, so that I 
now began to feel almost in despair about my patient, and to 
regret bitterly that I had consented to allow the operation to be 
done, for it was sad to compare her condition now with that at 
the time she was placed upon the operating table. 

She remained in a critical condition for some two or three weeks 
longer, and then began slowly to mend. The temperature fell, 
and gradually the fever left her. She began to gain flesh and 
strength, and by September it became clear that after all she was 
going to get well. From beginning to end there had been no 
reason to complain of the side; that had gone on uninterruptedly 
well, the discharge had become less and less, the cavity smaller, 
the side was contracting slowly, and the lung expanding. Nothing 
now remains to report except a steady and continued improve- 
ment until the patient was sent home in time to spend Christmas 
with her family. On leaving London her weight, which at her 
worst had been no more than 6 stone, had risen to 95 stone. She 
looked well and was strong, and the condition of her lungs was 
as follows:—The right side was a little contracted, but not much. 
The cavity in the pleura had entirely disappeared except for a 
long narrow track, in which the tube lay running apparently 
above the diaphragm in the direction of the ensiform cartilage ; 
the greater part of this did not measure more than half an inch in 
width except just within the ribs, where a shallow cavity, about 
1 inch in diameter, lay. Over the whole of the side the breath 
sounds were audible, and there was no definite impairment of 
percussion anywhere except at the base behind and in the axilla. 

I have since had reports of her progress. The tube is now only 
about 2 inches long, and the cavity has almost closed. She feels 
perfectly well, and able to walk about when the weather permits, 
and looks as well and strong now as she did before her illness. 
The opposite lung is, as far as can be judged, quite healthy, and 
nothing to suggest phthisis has developed in either lung. 

The case presents many features of interest. In the first place, 
it is astonishing that nowadays a patient should have been left so 
long with her chest and abdomen full of fluid and no attempt have 
been made to relieve her by tapping. 1 suppose this was due to 
the persistence of the old fallacy that fluid effusions in the pleura 
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check the progress of tuberculous disease in the lung—a theory 
for which there is little foundation, and which will certainly lead 
to grave errors in practice if applied as a general principle. Even 
if this explains the leaving of the chest so long untapped, it does 
not explain why the fluid in the abdomen was not removed. A 
single tapping cured this at once, and there is no reason why the 
same success should not have been obtained long before. 

The chief points of interest centre, of course, in the pleura. 
They are the following :— 


(1) That after the pleura had been full of fluid for 12 months 
and more the lung should not be bound down, but should 
be capable of rapid re-expansion. 

(2) The number of times the side was tapped, and the prob- 
abilities that complete cure might in the end have been 
obtained in this way. 

(3) The fact that after 37 tappings the fluid remained clear and 
serous as at the first, and that, too, in spite of air having 
been admitted more than once into the pleura. 

(4) The opening the side for a simple serous effusion. 

(5) The ultimate complete recovery, with practically no de- 
formity and perfect re-expansion of the compressed lung. 


1. It is certainly remarkable that a lung which has been 
completely collapsed by an effusion of tuberculous origin for more 
than 12 months should have contracted no adhesions, and should 
be capable of immediate re-expansion on the removal of the fluid. 
The discovery of this on the first paracentesis made the prognosis 
at once much more favourable. 

2. In respect of the number of times the pleura was tapped, I 
do not know of any instance in which paracentesis has been so 
frequently performed. Yet it is clear that there were only three 
courses open: (1) To leave the patient alone after the first two 
or three tappings had failed to cure; but in that case the patient 
would soon have been as bad as before. (2) To open the side, an 
operation rarely done for simple effusion, and not to be lightly 
decided on. And (8) to do as I did, to repeat the paracentesis as 
often as might be necessary. The result fully justified my decision 
to try to cure the case by repeated tappings, for the simple 
removal of the fluid caused the most striking and rapid ameliora- 
tion of the patient’s condition; she was not only relieved of all 
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her distressing symptoms, but rapidly gained health and strength. 
The fluid steadily decreased in amount, and I believe if the 
patience of the family had not become exhausted paracentesis 
would have ultimately cured her. If she had lived in London, so 
that the expense of providing accommodation for her had not had 
to be considered, I should not have consented to any other 
measures, but in this case, as in so many others in practice, what 
had to be done was not the best absolutely, but the best possible 
under the circumstances. 

5. The fact that after so many tappings the fluid remained clear 
and serous as at the beginning, is another evidence of the safety 
with which these operations may be done if ordinary care be 
taken to use clean and carefully disinfected instruments. I 
always used my own instruments, which I strictly disinfected 
myself, both before and after using. One used to hear of the risk 
of converting by paracentesis a serous effusion into a purulent one, 
but that was due not to the operation, but to the dirty instruments 
used, and if such a result followed paracentesis now, I should hold 
the operator, and not the operation, to blame. 

4. The deliberate opening of the side for a simple serous effusion 
has, [ believe, been rarely practised, and rightly; for do what we 
will it is practically impossible, I believe, to prevent the effusion 
becoming purulent. That certainly happened, at any rate, in this 
case, in spite of the strictest antiseptic precautions. In this case, 
with so strong a tuberculous history in the family, and with the 
strong presumption that the disease was of tuberculous nature, it 
seemed especially desirable to do nothing which might lead to an 
empyema. Sol resisted the pressure put upon me to open the 
side as long as I could, and it was only after putting the whole 
case before the family and insisting that they should share in the 
responsibility of the decision that I at last consented. My fears 
were fully confirmed, for although I did not confess it, I felt 
many times tempted to despair of her recovery, and to reproach 
myself for having yielded to the pressure put upon me. So far as 
the operation was concerned it was a complete success. The 
anxiety was caused, not by the condition of the pleura, but by the 
general condition of the patient, and this still remains a puzzle to 
me, for I cannot see any plausible explanation of the fever and 
rapid failure of health. There was not enough discharge to 
account for it, and there never was any retention of pus. Still 
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there is the fact that she nearly died, and at times I felt almost 
without hope of getting her through. No signs of tubercle ever 
developed, and except for the effects of her pleurisy the patient 
seemed sound. 

5. Not the least remarkable part of the case is the complete 
restitutio ad integrum. There 1s now but very little external 
deformity, the lung has expanded, healthy breathing is audible 
everywhere, and I believe that when the tube is at last out there 
will be little but the scar to show what has been the matter. Yet 
the lung was completely compressed for about 18 months, and 
another 18 months were spent in getting well. 


Dr. F. bE Havitutanp Hau believed that the case was quite unique 
judging from his own experience and reading. He recalled that two 
years ago, in conjunction with Mr. Goodsall, he had recorded a case in 
which he had tapped 13 times, withdrawing in all some 705 fluid ounces 
of serum. In that case there was reason to suspect a syphilitic origin of 
the pleurisy. He had long since made up his mind never to consent to 
the opening of the chest in patients with simple serous effusion, and even 
the fortunate issue in the author’s case would not induce him to depart 
from that rule. If necessary he would go beyond 37 tappings should any 
case call for repetition. He agreed with what had fallen from the author, 
however, that one was often constrained to do, not what was best for the 
patient, but what was best under the circumstances. The perilous con- 
dition through which the patient had passed after the chest had been 
opened, would tend to confirm the opinion which was generally held as to 
the undesirability of opening the chest in simple serous effusion. So long 
as the discharge remained serous tapping should be continued, but if it 
became purulent the probability was that the change was due to some 
fault on the part of the operator. He disagreed with what the author 
had said {with respect to the possibility of empyema setting up tubercu- 
losis, and he recalled that some years since Dr. Barrs, of Leeds, had 
published a series of cases of pleuritic effusion admitted into the Leeds 
Intirmary during a period of five years. Dr. Barrs had observed that of 
the cases of simple effusion—-meaning thereby all cases in which at the 
time of admission there were no symptoms pointing to tubercular origin 
—nearly one-half died, the majority of pulmonary or other tuberculosis. 
In empyema the mortality was not nearly so large, and the proportion of 
deaths from phthisis was only a smali fraction of the total mortality. He 
argued, therefore, that the conversion of a simple serous effusion into an 
empyema would not necessarily tend to increase the risk of tuberculosis, 
that at any rate was the inference which Dr. Barrs had drawn from his 
cases, and with that deduction he himself saw no reason to disagree. 

Dr. Rovutu pointed out that opening the abdomen often had a curative 
effect in cases of peritoneal tuberculosis, a fact that had been exemplified 
in many operations on the abdomen undertaken under a mistaken diag- 
nosis in which the evacuation of a quantity of fluid had been followed by 
definitive recovery. He did not see why this rule should not apply to 
effusions into the pleurz, and this view was confirmed by the case 
which the author had related. No tuberculosis of the lung proper had 
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followed though the patient had been tapped repeatedly, and the patient 
was at present quite well. So far as it went, the observation tended to 
confirm the wisdom of operating in these cases. 

Dr. 8. Couptanp (the Vice-President in the Chair) said that in respect 
to the number of tappings the case was probably unique in the annals of 
pleural paracentesis. There was one question that always came into his 
mind in dealing with a recurrent effusion like that one—viz., whether it 
could strictly be called an inflammatory effusion, tubercular or not. One 
always looked upon obstinate effusions as being rather of the nature of 
dropsicval accumulations, due to some interference with the local circu- 
lation. That had been very much impressed upon him by a case of 
effusion following an attack of typhoid fever in a girl. The patient 
developed signs -of pleural effusion on the right side which was at first 
thought to be inflammatory, probably tubercular ; but as it was asso- 
ciated with evidence of thrombosis in the jugular vein, he ultimately came 
to the conclusion that these two things were connected, and that there 
was extension of the thrombosis to the innominate and arygos vein, and 
that the effusion was dropsical. As a matter of fact, it turned out to be 
so, the arygos being plugged at its termination. He did not intend to 
convey an impression that such a condition was at all likely to have been 
present in the case brought forward by the author, but it was remarkable, 
and somewhat inexplicable, that the effusion should have been so per- 
sistent. He asked whether any blood occurred in the fluid, although the 
presence of blood in a pleuritic effusion was perhaps not now considered 
such a certain proof of its being tubercular as formerly. On the other 
hand it was well known that many of these cases of so-called “simple” 
effusion were really of tuberculous origin. He agreed with the author as 
to the undesirability of resorting to free incision after failure to cure by 
simple paracentesis repeatedly used, and could but endorse what had been 
said as to its danger. He had gone through that experience himself in 
an obstinate case, and the results were for the time almost as bad as in 
the author’s case, though the patient ultimately recovered. They were 
indebted to the author for bringing this case forward, because it would 
serve aS an encouragement to them in the future to persevere in paracen- 
tesis, and not abandon hope of obtaining an eventual cure. 

Dr. West, in reply, said he thought the case for tuberculosis in this 
instance was very strong, taking the family history into account. He 
mentioned that on one or two occasions the fluid was distinctly blood- 
stained, but, of course, that was merely accidental. He held that there 
was no risk whatever attending tapping any number of times if the 
instrument were kept perfectly aseptic, and the advice still contained in 
current text-books, that if a case resisted two or three tappings this should 
be given up, required to be modified. He did not think that the question 
of the effusion being dropsical or inflammatory, had much importance in 
his case at the time he saw the patient. The illness was probably of 
acute onset so far as could be gathered, and it was probably a case of 
inflammatory effusion at any rate in the first instance. There was no 
active inflammation when he saw the patient, but that did not go for 
much, seeing that it was common enough for the effusion to continue after 
the original inflammation had subsided. He did not suppose that any 
one at the present day would have many opportunities of dealing with 
such cases, for it was difficult to imagine water being deliberately left in 
the chest for so longa period of time. Dr. Hall had misunderstood him ; 
what he intended to convey was that tapping might render the effusion 
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purulent, and not that empyema per se was likely to determine tubercu- 
losis, though, of course, any disturbance in a tuberculous patient might 
determine an outbreak of the disease. With reference to the analogy 
Dr. Routh suggested of tubercular peritonitis, he pointed out that most 
of these cases of abdominal tuberculosis got well after simple tapping, and 
there was no necessity for opening the abdomen. When pus was present 
that was, of course, quite another matter. 


A CASE OF SCLEREMA NEONATORUM ENDING IN 
RECOVERY. 


By ArcuipaLD EH. Garrop, M.D. Oxon., F.R.C.P. Lond. 


SCLEREMA NEONATORUM is so rare a disease, and when met with 
so seldom has any but a fatal ending, that I venture to publish 
a case which has been recently under my care, and which 
ended in complete recovery, believing that in the present incom- 
plete state of our knowledge of this and allied conditions the 
period has not yet arrived when such records are superfluous. 

The patient, a male infant aged 5 weeks, was brought to 
the out-patient department of the Hospital for Sick Children at 
Great Ormond Street, on November 5th, 1894. The mother, a 
healthy-looking woman, stated that this was her third child. Of 
the other two the elder was strong and well, but the second 
died in consequence of a fall at the time of its birth. The last 
pregnancy was preceded by a miscarriage at the third month. 
The father was said to be healthy. The family occupies three 
rooms on a first floor, and no history of privation was obtained. 
The infant was born at full term, the head presented, and there 
was no particular difficulty at the birth except that the hemorr- 
hage was somewhat excessive. He was a well-nourished and, 
except in one respect, a healthy child. There was not, and had 
not been, any rash upon the buttocks or snuffles. The child was 
being suckled by his mother, who had an abundant supply of 
milk, which he took regularly and well. The back of the infant 
presented a remarkable induration, which extended, like a kind 
of carapace, over almost the entire dorsal aspect of the body, 
involving the deltoid regions and upper arms, the buttocks, and 
the thighs down to and including the popliteal spaces. The skin 
of the face, front of the trunk, and limbs was perfectly soft and 
natural. The edges of the indurated area were sharply defined, 
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irregular, and map-like, and there was nowhere any tendency 
for the hardened to merge into the healthy parts. The skin over 
the affected parts was stretched, but not shiny, and in places 
exhibited a pink mottling; it could not be pinched up between 
the fingers ; pressure produced no pitting, but merely rendered the 
surface pale fora time. The distribution of the induration was 
remarkably symmetrical. The legs could not be fully extended 
either at the hips or knees, and when extension was attempted 
the skin in the popliteal spaces became very tense and shiny. 
There was no swelling, oedematous or other, of the hands or feet. 
The child was good-tempered, and the examination did not appear 
to cause it any pain or discomfort. There were no signs of any 
disease of the heart, lungs, or other viscera, and there was no 
intestinal disturbance. The urine was not examined. It was 
stated that the induration upon the buttocks was noticed immedi- 
ately after birth, and the places were at first of a deep pink colour. 
During the first nine days of life the hardness spread down the 
thighs, but as far as could be ascertained the extension to the 
back and arms only took place during the fifth week, just hefore 
the infant was brought to the hospital, by which time the colour 
of the affected parts had become much paler than formerly. No 
history of any surface exposure to cold air or water couid be 
obtained. Inunction of a drachm of cod-liver oil night and 
morning was prescribed. The note of November 12th, a week 
later, states that the induration in the dorsal and lumbar regions 
was rather less marked, but there was no noticeable change in 
other parts, except that the redness had practically disappeared. 
The general health continued good, the infant sleeping and taking 
his food well. There was no coldness of the skin or extremities, 
and the temperature taken in the rectum was 98°2° F. On this 
date inunction of blue ointment was ordered in place of the cod- 
liver oil. By November 19th there was decided improvement in 
the local condition. The skin of the back, although it appeared 
stiffer than that of the normal parts, no longer exhibited marked 
induration ; the hardness in the deltoid regions had disappeared, 
but a small patch remained upon each upper arm. The hardness 
of the buttocks and backs of the thighs—7.e., of the parts first 
affected—was as distinct as ever, but had somewhat diminished in 
extent, and the hide-bound condition in the popliteal spaces was 
less marked. It was a noteworthy fact that as the induration 
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cleared up it did not merely shrink at its borders, but isolated 
patches were left which had become detached from the main area. 
Moreover, no pitting could be elicited in the regions in which the 
affection was clearing up. The note of November 26th says that 
by that date further improvement was evident. A very small 
patch of induration was noticed in the left parotid region, which 
had probably been previously overlooked. On November 29th the 
rectal temperature was 99°, and the induration had still further 
diminished in extent. On December 13th there were still isolated 
patches upon the upper arms and extensive induration over the 
buttocks. On this date the inunction of mercurial ointment was 
stopped, and that of cod-liver was ordered to be resumed. On 
January 31st, 1895, there was only a small patch of induration 
upon the outer surface of each thigh and the child could extend 
its legs well. The arms and back were entirely free. By 
March 14th the induration had completely disappeared; there 
was a Slight cough, but no abnormal signs were detected in the 
chest. The infant was good tempered, well nourished, and slept 
and took the breast well. On April 18th the child weighed 
15{ pounds. The temperature in the rectum was 99°4°. 

From the typical cases of sclerema neonatorum, upon which the 
descriptions contained in the text-books are mainly based, the 
above case presents certain well-marked differences, which, after 
all, are differences of degree rather than of kind, and which may 
be briefly summed up as follows:—1l. The child, instead of being 
weakly at birth, was, with the exception of the local condition, in 
excellent health; nor had he suffered at any period of his brief 
existence from any pulmonary or intestinal disorder. 2. The 
temperature as taken in the rectum was at no time exceptionally 
low, whereas in severe cases the depression of temperature is one 
of the most conspicuous phenomena of the disease. The rectal 
temperature of 98°2° in the earlier stages probably indicated some 
depression, for it is stated that in young imfants the temperature 
is as a rule over 99°, and on later dates the temperature was 
always somewhat higher in this case. 3. The induration after 
spreading in the earliest weeks of life became arrested, and 
instead of succumbing to the disease, the patient made a steady 
and complete recovery. Now the only recognised condition with 
which sclerema is liable to be confused is the cedema sometimes 
observed in newly-born infants. There is no doubt that these two 
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phenomena have frequently been confused together, and such 
confusion permeated the earlier literature of the subject until 
Parrot clearly differentiated between them, pointing out that 
Andry and other French authors had applied Underwood’s name 
of sclerema to a quite different condition from that which he 
intended it to designate. Those who are interested in this 
question will find the differences between sclerema and cedema 
neonatorum clearly set out in Henoch’s work on the diseases of 
children, and in a paper by Dr. Ballantyne.* In their general 
condition infants which are the subjects of sclerema and of cedema 
are apt to resemble each other somewhat closely, but the integu- 
ments of cedematous infants usually pit on pressure, although 
when there is great tension of fluid this character may be to a great 
extent wanting. Again, whereas sclerema tends to commence upon 
the dorsal aspect of the body and legs, and thence to spread to the 
remainder of the surface, cedemais apt to appear in the hands and 
feet and early involves the abdominal walls and scrotum or labia. 
I do not think that the case which I have described was one of 
cedema, for the following reasons:—1. There was no evidence of 
syphilitic taint in the child, and the history of a miscarriage 
preceding the pregnancy hardly suffices as evidence of this 
disease ; nor was there any evidence of erysipelatous inflamma- 
tion, of visceral lesions, nor, indeed, of any recognised cause of 
edema. 2. The distribution of the hardness and the manner in 
which it cleared up, leaving isolated patches which persisted for a 
long time, seems to me strongly opposed to the diagnosis of 
cdema. 3. The absence of pitting on pressure even in parts in 
which the induration was disappearing, and the tension could no 
longer be excessive, seems incompatible with such a diagnosis. I 
should, however, mention that when the patient was shown at the 
Dermatological Society in November, 1894, some of those present 
expressed the opinion that the condition was rather of the nature 
of cedema than of sclerema. If I am in error in describing the 
case as one of sclerema I have erred in good company, for among 
the published cases of that disease I have found several recorded 
by eminent observers which were obviously of the same nature as 
that under consideration. 

I may perhaps be permitted to refer briefly to some of these 
examples. In ‘ The Lancet’ for 1889} Dr. Angel Money reported 
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the case of a female infant aged 5 weeks. At the time of birth 
a patch of induration was noticed on the right shoulder and 
another in the left parotid region. The skin was hardened all 
over the back of the trunk and on the buttocks and thighs, and in 
other parts was normal; no mention is made of the colour of the 
affected regions. The muscles were well developed, the spleen 
was palpable, but there was no other evidence of visceral disease. 
The rectal temperature was 992°. There was no evidence of 
sypbilis. Up to this time the induration had been spreading, but 
afterwards steadily decreased, and six weeks later there only 
remained a small patch, about the size of a pea, in the left parotid 
region, and one of the size of a sixpenny piece in the left deltoid 
region. The child continued well and strong. Dr. Money was 
inclined to attribute the favourable result to the inunction of 
blue ointment. The resemblance of this case to mine is very 
striking, and is shown in the distribution of the affection, in the 
absence of pitting, in the manner of clearing up, leaving detached 
islets of induration, and in tle absence of low body temperature or 
other signs of ill-health. Dr. Barlow records the case * of a feeble 
infant first seen nine days after birth. Over the greater part of 
the back, on the shoulders, and on one thigh the skin had a bluish- 
red colour, was raised above the surrounding level, and exhibited 
marked brawny induration. The surface was not hot, and no 
pitting was elicited on pressure. No glands were enlarged, and 
there were no signs of heart trouble or of atelectasis. Three days 
later the induration of the back had extended downwards, and 
there was some induration on the front of the right arm. A week 
later the child was brighter and better, but the induration was still 
spreading, and had involved the nates and backs of both thighs. 
Severteen days later the induration was slowly clearing up, and 
the affected skin was paler. In the course of the following 
three months the sclerema disappeared entirely with the exception 
of one or two minute flattish indurations on the middle of the 
back. The treatment adopted was inunction of the affected parts 
with camphorated oil, and small doses of cod-liver oil by the 
mouth. Here the patient was seen at a considerably younger age, 
and the redness, which in my case had to a great extent dis- 
appeared by the time that the child came under observation, 
was a conspicuous phenomenon. Another example, in which a 
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vividly red area of induration was confined to the buttocks and 
backs of the thighs of an infant a month old, was recorded by 
Dr. A. G. Barrs.* Grey powder was administered, and the 
infant recovered. A somewhat similar case will be found re- 
corded by Dr. A. R. Robimson.t Evidently the case which.~ I 
have described is one of a group of cases tending to recovery, . 
all more or less closely resembling each other, and which, 
whilst they differ in certain respects from the typical examples 
of sclerema, exhibit still more conspicuous differences from the 
cedema of new-born infants as it ordinarily presents itself. Possibly 
when future research shall have thrown more light upon these 
obscure conditions, it may turn out that such cases constitute a 
third distinct group differing in their essential nature from either 
of the conditions under discussion. Of the morbid anatomy of 
the condition present in such examples as these nothing is of 
course known, but we are not without knowledge of the changes 
present in fatal cases of sclerema. Some writers have described 
a deposit of stearin-like material in the subcutaneous tissue, 
suggesting that the fat there present has become solidified, and 
accordingly the name of fat sclerema has been employed. The 
theory of fat solidification received support from the observations 
of Langer,t who states that in young infants nearly all the fat in 
the body is concentrated into the panniculus adiposus, which is 
relatively nearly five times as thick as in adults. Langer found 
that when extracted from the adipose tissue the fat of infants 
did not completely melt below a temperature of nearly 40° C., 
so that the ordinary body temperature is not sufficient to keep it 
completely liquid. This much higher melting point of the fat 
of infants than of that of adults was found to be due to its con- 
taining a much larger proportion of stearin and palmatin, whilst 
the amount of olein was correspondingly less. There are, however, 
records of careful post-mortem observations of the skin and sub- 
cutaneous tissue of infants dying from sclerema which are not 
consistent with the above view, and which are equally difficult to 
reconcile with the clinical features and rapid recovery of such 
cases aS have been quoted above. Thus Parrot§ found that the 
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most conspicuous changes were atrophy of the skin and of the 
subcutaneous fat, and that in consequence of this latter change 
the fibrous trabecule of the subcutaneous tissues appeared 
abnormally numerous and distinct. Ballantyne describes very 
similar appearances to those observed by Parrot, but he holds 
that the fibrous tissue increase is real and not merely apparent, 
and regards the atrophy of the fat cells as secondary to this 
sclerosis. anger regarded the fall of the body temperature as 
the primary phenomenon and the solidification of the fat as the 
result of the cooling, but he suggests that in cases in which there 
is no conspicuous fall of temperature a similar result may be 
brought about by undue surface exposure to cold air or water. 
He quotes the observations of Sommer, who found that the natural 
temperature of new-born infants is somewhat higher than that of 
adults—viz., between 99°8° and 100° F. In cases in which there 
is a rise instead of the usual fall of temperature Langer ascribes 
the solidification of the fat to the oxidation and resorption of 
olein and a resulting elevation of the melting point. There is, 
however, another way in which we may look upon the relation of 
the lowered temperature to the sclerema. A conspicuous fall of 
temperature and early death are the phenomena observed in 
animals which have been varnished, and it seems at least possible 
that when the sclerema is universal or very extensive this 
affection interferes with the cutaneous functions, or more probably 
with the vaso-motor mechanism, in much the same way as varnish- 
ing does. Itis true that Senator* found, in the course of some 
experiments undertaken with a view to the reduction of fever by 
this means, that very extensive varnishing of the skin in human 
beings did not produce the effects which are observed when 
animals are similarly treated ; but he attributes this to the fact 
that small animals have a greater surface in proportion to their 
bulk, and himself points out that children more closely resemble 
animals in this respect, and are much more sensitive to surface 
cooling, and that therefore they would be more likely than adults 
to exhibit a conspicuous fall of temperature under such treat- 
ment. On such a hypothesis it is easy to explain the absence of 
conspicuous lowering of temperature in the cases in which the 
sclerema is limited to the dorsal aspect of the body. Since there 
is a tendency for the sclerema when once arrested to recede 
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somewhat rapidly it seems possible that, provided adequate 
nourishment could be administered. and if the warmth of the 
body were sufficiently maintained by placing the infant in an 
incubator, the time of most danger might be tided over, and 
recovery might result in some at least of the graver cases of 
sclerema neonatorum. All writers agree that external warmth is 
clearly indicated in such cases, and it sometimes has appeared to 
have very beneficial results. 

In conclusion, a few words must be said about treatment 
by drugs. I have already mentioned that Dr. Angel Money 
attributed much efficacy to the inunction of mercurial ointment in 
his case, for when this treatment was commenced the induration, 
which had up to then been extending, began to recede. When, 
however, we turn to Dr. Barlow’s case we find that a similar arrest 
and recovery were observed although no mercurial treatment was 
employed; and in my case the improvement had certainly com- 
menced during the week which preceded the inunction of mercurial 
ointment. After the mercurial inunction was stopped the im- 
provement continued uninterruptedly, but it is my impression 
that it was not quite so rapid as during the four weeks of mercurial 
treatment. 


Dr. Keser said they did not often see cases of this kind followed by 
recovery. That question of recovery had at one time possessed a very 
important bearing in respect of himself, he having, as an infant, gone 
through a very severe attack of it, and his brother having died from the 
disease. His recovery was probably due to his having been kept very 
warm and carefully fed, no mercury being given. The author's case was 
peculiar in two respects, occurring as it did in an otherwise healthy child, 
and, secondly, in the temperature having been normal, which was also 
very exceptional. He wished to call attention to the incomplete or 
abortive cases, of which he had met with several examples during the 
last few years. The extent of the induration varied very much in 
different cases, and it did not always begin in the same places. Therefore 
they must occasionally expect to find abortive or incomplete cases. The 
first case was that of a child born six weeks before term. It was a 
miserable infant, very thin, who soon suffered from digestive troubles, 
and had an attack of bronchitis within a fortnight, during which the 
temperature went up to 99° F., at other times the temperature always 
being below normal. At 7 weeks of age the penis was noticed to have 
become quite hard, and in the course of two days the hardness had 
spread to the mons veneris and the lower part of the abdomen. The 
character of the hardness was exactly that described by the author, being 
a conspicuous hardness, very different from that of oedema with sharply 
defined edges, very slight pitting on pressure, &c. The child got well 
after a few days, and then a fortnight later had a relapse, the induration 
commencing on this occasion on the left side of the scrotum. Again, it 
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disappeared, but the child ultimately succumbed to broncho-pneumonia, 
there being no sign of sclerema at the time of death. The second case 
was that of a child born at term, in a bad state of general nutrition. 
When one month old induration was noticed in the right gluteal region, 
spreading to the thigh and lumbar region. The induration was quite 
characteristic, and the temperature was subnormal. This child recovered 
by being kept warm. The third child had a hard patch on the left 
cheek, free from any signs of inflammation. The affected skin was of 
normal colour but felt like a piece of leather let into the skin. Another 
patch appeared over the left ear and another behind it. All the patches 
disappeared in a fortnight without treatment. In Barrs’ case the skin 
was very red and the disease corresponded with the rubbing of the 
napkins. Dr. Keser remarked that the disease was very scantily dealt 
with in English text-books. In Fagge’s otherwise excellent work, for 
instance, it only occupied six lines, and that author described it under the 
name of Thirial’s disease, though if any names were to be tacked to the 
disease it ought rather to be that of Underwood and Denman, who had 
described it very exactly at the end of the last century. He referred to 
the first case published by Uzembozius in 1718, in which the disease was 
attributed to a maternal impression. 

Dr. Concott Fox observed that the disease was certainly a rare one, 
and apparently less frequent in this country than it used to be, and also 
less common in this country than abroad. He himself had been in the 
way of seeing such cases, if they had occurred in London, for many years 
past, and he had come across very few. With such a limited experience, 
therefore, he spoke with diffidence. In typical cases of sclerema 
neonatorum and of cedema neonatorum he thought it might be possible 
to distinguish clearly between the two conditions ; but in a considerable 
proportion of the cases the characters were less clear, and a differential 
diagnosis was difficult or impossible. He recalled the first case of the 
kind he had seen, in which the child had a number of bosses on the back 
and over the deltoids. They were simple lumps, and at first he was 
greatly puzzled and thought they were gummata, but later he came to 
the conclusion, in the light of a subsequent case, that it was a case either 
of sclerema or cedema neonatorum. He insisted upon the fact that 
these cases might present themselves, not with the characteristic diffuse 
board-like induration of the skin, but in a state of involution, with 
indurations in the shape of isolated bosses. With regard to the diagnosis 
of this special case, he mentioned that when he saw it in November last 
he had suggested its being one of cedema neonatorum, but after listening 
to the history of the case he was prepared to admit that after all the 
author might be right. His reason for classing the case as one of cedema, 
rather than sclerema, was that in the latter the changes usually began in 
the lower limbs, spreading upwards, and not infrequently involving the 
face, whilst the deeper structures might also be involved. There was 
also usually a certain amount of purplish coloration, whereas in cedema 
neonatorum the dependent parts of the body were mainly affected. 
Much difficulty in the diagnosis arose from the fact that the cdema 
neonatorum might pit on pressure, and that sclerema frequently involved 
the back. In the author’s case the changes affected the back, the back of 
the thighs and arms, and that inclined him to the opinion that it was 
cedema neonatorum. 

Dr. Cotman observed that most of the published cases were extremely 
indefinite, and cases of oedema and sclerema were confused, in fact there 
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seemed to be two classes of sclerema ; one in which there was a deposit of 
slowly formed fibrous tissue in the skin, which would be very unlikely to 
undergo retrogressive change, all of which were probably fatal, and those 
in which one or more of the structures in the subcutaneous tissue under- 
went changes which might conceivably be recovered from. He pointed 
out that the subcutaneous fat of newly-born infants differed considerably 
from the fully-developed child, and in the foetus this fat was very firm 
and hard. In the cases of cedema neonatorum, moreover, the patches did 
not pit with anything like the readiness of cedematous tissues in: older 
children and adults. Probably the confusion between these two classes 
of cases was the reason why most cases of sclerema neonatorum on record 
were put down to syphilis without any adequate evidence in support of 
such a view. In the more recent cases almost the only evidence of 
syphilis was that they improved under mercury, but many other diseases, 
tuberculous ascites for instance, did the same, and it seemed hasty to 
infer syphilis on that basis alone. In many of the cases there seemed to 
be no question that, as far as could be ascertained, there was absence of 
syphilitic taint. In cases of cedema, on the other hand, one usually 
found traces of syphilis, if the child lived. He concluded by referring 
to two cases of cedema neonatorum in which, post-mortem, he had been 
enabled to demonstrate the fact that within a fortnight of birth there 
were syphilitic lesions in the viscera. 

Dr. GARROD, in reply, said that in the case which he had described, the 
temperature was probably depressed, because the normal temperature of 
a child at that age was usually above 98°2° F., which reading was 
moreover obtained at a time when the symptoms had already begun to 
subside. He pointed out that in this case there was a nodule of indura- 
tion in the left carotid region, almost on the face, and the same thing was 
present in the case recorded by Dr. Money. The induration began on 
the buttocks and spread to the other parts of the body, but he did not 
think that in this case the mercury did more than expedite recovery, for 
the symptoms had already begun to subside before that treatment was 
instituted, and Dr. Barlow’s case had recovered without any mercurial 
treatment. Dr. Money, who had been the chief advocate of the mercurial 
treatment, expressly stated that he did not regard improvement under 
the treatment as evidence of its dependence on syphilis. 
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THE DIAGNOSIS OF RETRO-PERITONEAL SARCOMA— 
WITH CASES. 


By C. B. Locxwoop, F.R.C.S. 


ANYONE who has performed many laparotomies must have met 
with retro-peritoneal tumours. I have twice found this em- 
barrassing condition. In neither case was it diagnosed before 
the operation. Had a diagnosis been made there is no doubt but 
that a useless operation would have been avoided, and, in one 
instance, I should have spared a fatality which was a matter of 
much regret, Iam, however, convinced that a diagnosis ought to 
be possible in this class of cases, and it 1s with special reference to 
this point that I propose to narrate my own experience. At the 
same time others may be warned against a pitfall into which I fell, 
and escape a similar disaster. 

The tumour to which I am about to refer, namely, retro- 
peritoneal sarcoma, is worthy of more attention than it has 
received. It is not mentioned in the various indexes or in the 
larger works upon abdominal and general surgery. So far as can 
be learnt, no specimen of it has been shown at the Obstetrical or 
Pathological Societies. Hitherto the Medical Society of London 
has had no opportunity of discussing its peculiarities. 

By the expression retro-peritoneal sarcoma is implied a sarco- 
matous tumour growing behind the peritoneum and into its folds, 
and not connected with any of the great retro-peritoneal organs, 
and unaccompanied with ascites. This definition excludes, there- 
fore, sarcomas which grow from the kidney. They are retro- 
peritoneal, it is true, but, owing to their origin, they are always 
called sarcomas of the kidney. Similarly, one which grew from 
the adrenal would be retro-peritoneal, but would be called a 
sarcoma of the adrenal body, and so forth. In the class of cases 
of which I am speaking such precision cannot be attained, because 
in both of the cases to which I am about to allude, and in others 
of the same kind, the origin of the growth was unknown. 

The narration of the first case will give an idea of some of the 
clinical and anatomical features of these retro-peritoneal growths. 
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Case 1.—The patient was a robust, unmarried woman, aged 47 years. 
She said she had been short of breath for nearly a year, and for three 
months had had a feeling of weight in the hypogastrium. Her abdomen 
was always big, but of late it seemed unusually distended. Her left leg 
has recently become swollen. Beyond this there was nothing in her 
history to point to the nature of her disease. 

Our examination showed that the abdomen was tightly distended, so 
that the skin was shiny, and the umbilicus almost obliterated. A hard 
tumour could be felt filling nearly the whole abdomen, but projecting 
most beneath the left linea semilunaris. 

It seemed to rise up out of the pelvis and extend more into the left 
flank, and upwards into the left hypochondrium, than into the right side. 
But the rounded edge of the growth could be felt reaching beyond the 
umbilicus almost into the right hypochondrium, and almost into the right 
flank. It is said that the tumour was dull everywhere, and that the 
area of dulness did not vary, but I doubt whether this observation was 
quite correct, for reasons which will be given presently. There was no 
ascites, and no thrill could be felt, nor fluctuation, and nothing was 
heard with the stethoscope. My colleague, Dr. Remfry, said the tumour 
had no connection with the uterus, and although the signs were 
anomalous thought that it might be a tumour of the left ovary. For 
myself I thought the tumour solid, and probably connected with the 
ovary. 

I opened the abdomen by the usual incision, and came upon a tumour 
which looked and felt like a thick walled cyst. The abdomen was so 
tight that the hand could not be properly introduced, but so far as could 
be felt a thick walled cyst with a good deal of solid growth seemed to be 
in question. A trocar was thrust into the tumour but nothing came out. 
I then incised what seemed. to be the wall of a cyst and scooped outa 
quantity of semi-solid contents. Soon some large vessels were met with, 
but easily secured. By this time there was room to explore the abdomen 
properly, and then the left colon was found upon the surface of the 
tumour, lying almost beneath the left linea semilunaris. It is probable 
that its attachments were a good deal injured. The suspicions which 
this aroused were confirmed by the discovery that the mesentery and 
transverse mesocolon were incorporated with the upper part of the 
tumour, and that the pelvic organs were free. Moreover, at the sides of 
the abdomen the hand could not be passed behind any part of the 
growth. These points were made out with much difficulty, and the 
growth was clearly beyond the possibility of removal. The abdomen 
was therefore closed in such a way as to shut off the wound in 
the growth from the peritoneal cavity. A drain was inserted and 
an antiseptic dressing applied. For the first two days the untor- 
tunate woman seemed to be progressing well, but her temperature rose, 
sickness and other signs of obstruction set in, and she died upon the 
fourth day. 

An examination was made, which showed that the retro-peritoneal 
tissue was occupied by an enormous new growth. This reached from the 
brim of the pelvis to the diaphragm, and had thrust its way into the root 
of the mesentery, into the transverse mesocolon and towards the hilum of 
the spleen. It enveloped but did not infiltrate the pancreas, kidneys, and 
supra renal bodies. The vena cava inferior was incorporated with its 
posterior surface, and the mesenteric vessels ran through its substance. 
The mesenteric lymphatic glands were not seen, but might have been 
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involved in the tumour. Towards the sides of the abdomen it had 
reached beneath the right and left colons. 

From this examination it was clear that the tumour was beyond 
removal. The organ or tissue whence it grew was, however, left obscure, 
but I thought it probably originated in the retro-peritoneal tissue. 

Both Dr. Galloway, who made the post-mortem examination, and myself 
were of opinion that this growth was a myxo-sarcoma. I regret that the 
report of the histological examination has been mislaid, but I have a 
distinct remembrance that no epithelial structures were found in the 
sections. 

The physical characters of the growth were those of a sarcoma. It 
was yellowish-grey with a red mottling in places. Its consistence varied 
from soft solid to a gelatinous consistence. It was not very vascular, 
except where it had involved the great vessels. It did not possess any 
capsule, but in places its lobes had pushed the tissues before them 
without having infiltrated. No enlarged lymphatic glands could be 
discovered. 

There was no peritonitis or suppuration, but the broken down interior 
of the tumour had probably become infected. 


Before commenting upon this case, I propose to narrate another 
of the same kind which was met with last year. 


CasE 2.—The patient was 53 years old and had noticed a fulness and 
weight in her abdomen for two years. She has been married for 28 years 
but nothing in her history pointed to the nature of her abdominal 
swelling. This was considerable, for her abdomen was 48 inches in 
circumference at the umbilicus. The swelling was caused by a tumour 
which occupied chiefly the right side of the abdomen. It was a firm and 
rounded mass, dull on percussion, and projecting most beneath the right 
linea semilunaris. Both flanks and the right side of the abdomen were 
resonant, and there was no ascites. There was a zone of resonance 
betwixt the tumour and the liver, its upper margin could be felt about 
midway betwixt the umbilicus and right costal cartilages. Below it 
seemed to dip into the pelvis. My colleague, Dr. Champneys, found no 
obvious connection between the tumour and any pelvic organ. He was 
inclined to think that it belonged to the upper part of the abdomen. He 
agreed that an exploratory operation was desirable. On the whole, I 
myself thought an unusual ovarian tumour was in question. I did not 
understand the significance of an observation which was made a fortnight 
after the patient's admission. The note said on September 17th that 
“the lump in the abdomen seems most defined both towards the mid line 
and down into the flank,” and four days later the note says, ‘there is 
decided resonance now in front of the lump, extending 6 inches to the 
right of the middle line and 8 inches below sternum.” When I opened 
the abdomen a few days afterwards such a condition was found that it is 
only to be wondered that the area of resonance was not more variable 
and irregular. There was a large solid growth behind the peritoneum, 
growing into the root of the mesentery, and pushing the small intestines 
in front of it. In this process the mesentery had been partially 
obliterated, so that in places the intestines were distributed over the 
surface of the tumour, lying in grooves in its substance. The growth 
had lifted up the peritoneum of the iliac fossa, together with the czecum. 
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The tumour was probably lobulated in places ; it was the colour of fat 
but rather firmer to the touch. As the patient’s condition was precarious 
nothing more was ascertained. The wound, which was extensive, was 
closed with buried silk sutures in the linea alba, and fishing gut sutures 
in the skin. The patient made a fair recovery, but her convalescence 
was retarded by an obstruction in the veins of the right leg. The iliac 
veins had probably been pressed upon by the tumour. We have lately 
endeavoured to communicate with this patient but without success. 


There can be no doubt whatever that had these cases been 
diagnosed, an operation would not have been attempted. In the 
first the exploration forfeited the patient’s life, and in the second 
it caused a grave and serious illness. When such a tumour as 
this cannot be removed at the operation the abdomen has to be 
closed in such a state of distension that the action of the heart 
and the respiration may be gravely embarrassed. In addition, 
every unnecessary and unsuccessful operation brings discredit 
upon surgery. Clearly it is of the greatest importance that we 
should learn to diagnose these retro-peritoneal sarcomas. 

In the early stages it is probable that this would not be a 
difficult task, especially if the abdomen was examined with the 
patient under the influence of an anesthetic. The tumour would, 
I assume, be found to occupy some part of the centre of the 
abdomen, near the root of the mesentery, and possess no obvious 
connection with the kidneys or pelvic organs. 

But apparently the onset of retro-peritoneal sarcoma is so 
insidious that the patient is not seen during the early stages. In 
the cases just described the only symptoms at the beginning were 
breathlessness and a feeling of weight in the hypogastrium. The 
abdominal distension seems to have occurred so gradually that it 
attracted little notice. Therefore we must reckon upon having to 
deal with these retro-peritoneal growths at a time when they have 
attained formidable dimensions, and when the abdomen has 
become tightly distended. 

The difficulty of diagnosing abdominal swellings is notorious, 
but a solid growth which could not be attributed to any of the 
great organs ought, at least, to arouse suspicion. In both of the 
cases which I have narrated the uterus was at once excluded. 
The liver, too, was separated from the growth in each of them by 
a zone of resonance. The absence of urinary symptoms seemed to 
exclude the kidneys, although in one case the dulness extended 
into the loin. Nor could any reason be discovered for attributin g 
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the tumour to the spleen, or pancreas, of supra-renal bodies. Its 
connection with the ovaries was, however, in each case more 
difficult to decide upon, and in each was strongly suspected. But 
not only did the tumour project into the true pelvis less than an 
ovarian tumour generally does, but its other characters were 
anomalous. 

Had I only suspected a retro-peritoneal growth in the first case, 
the incision would have been prolonged and the nature of the 
growth revealed without putting the patient’s lfe to an un- 
warrantable risk. 

Now, | cannot help thinking that we shail find the clue to the 
diagnosis of these retro-peritoneal growths in a correct apprecia- 
tion of their anatomy. Let me recall what was found in the first 
case. In it the growth had spread behind the peritoneum and 
lifted up the intestines, so that the left colon ran down its front 
surface behind the left linea semilunaris. At the operation this 
part of the bowel was empty, but there must have been times 
when it was full of gas and capable of discovery by percussion. 
This information va1,"hi not be obtained at one examination, but 
in a dubious case, such as this, no one would hesitate to defer an 
operation until several examinations had been made. 

In the second case this peculiar feature in the resonance of the 
tumour was actually observed, although its significance was not 
understood. The clinical notes said that after admission the 
tumour was dull on percussion; a fortnight later they said that 
there was a decided resonance in front of the lump, where none 
had been before. 

At the operation the appearance of this area of resonance in the 
front of the tumour was fully explained. The retro-peritoneal 
growth had extended into the mesentery, so that the small 
intestines were distributed over the surface of the tumour. 
Without any doubt the variation in the areas of resonance was 
caused by one of these becoming distended. 

Doubtless retro-peritoneal sarcomas are rare but others will be 
met with. Jé will be interesting to learn whether those who find 
them will be able to confirm my supposition that they will possess 
irregular areas of dulness and resonance, and, moreover, that 
their areas of resonance will vary from time to time. 


The PresipENT observed that the diagnosis of the cases interested the 
physician as much as the surgeon, for if the physician could spare his 
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patient an operation, he would be glad to do so, although patients 
would doubtless be willing to submit to operation, provided no other 
means of affording relief were available. He commented on the fact 
that the tumour at one time appeared perfectly solid, while at another 
the conditions were quite different, so that several examinations became 
imperative. He did not doubt that the author regretted having operated ; 
and, had he known what he subsequently did, he would probably have 
declined to do so. 

Sir Hueu Brervor said he had turned up the notes of a patient 
of King’s Hospital with retro-peritoneal tumour; a man aged 32, 
who had first noticed a swelling of the abdomen seven weeks before. 
Four weeks previously, he had had the left testicle removed, and had 
been emaciating for seven months. The tumour occupied the upper part 
of the abdominal region, and reached 2 inches below the umbilicus, the 
swelling being more pruminent to the left. It gave a sensation like 
hydatid thrill just above the umbilicus, and was resonant over a small 
area in the epigastrium only on one occasion. The liver dulness reached 
to the fifth rib, and the heart apex was at the third interspace on the 
left side. The urine contained a trace of albumen. The arteries were 
markedly thickened. He died suddenly, presumably from perforation. 
There was a movable nodule in the left iliac region. Post-mortem, this was 
found to be in the omentum. There was a mass, the size of the cranium, 
attached posteriorly to the retro-peritoneal fascia over a large area, and 
the transverse colon lay in front of the mass. The growth was very 
friable. The special clinical interest of the case lay in the fact that it 
was impossible to obtain evidence that the transverse colon passed across 
the main body of the tumour, though, as the tumour filled that part of 
the abdomen, these signs were repeatedly looked for. Some of these 
cases required to be examined again and again, and even then no 
evidence might be forthcoming as to the position of the viscera on 
percussion. Doubtless, gas passed sometimes along the gut, but this 
was either seldom and temporary, or gave no physical signs. 

Dr. H. Svow failed to see how the diagnosis of these cases could be 
founded on the position of the colon. The lymph-glands situated along 
the vertebral column were often the seat of primary malignant growth, 
and pushed forward the gut; or the intestines might be adherent to a 
renal or pancreatic tumour. Sometimes they might be distended with 
gas, and at others they might be empty. Consequently, he did not see 
how this could be taken as evidence of a sarcoma behind the peritoneum. 
He asked whether there was any history of a cause for the growth, such 
as injury, &c. He thought it possible, from what the author had said, 
that the lesions might have sprung from some congenital rudiments of 
the Wolffian bodies, which rather often originated neoplasms, incorrectly 
recorded as sarcomata in children, There was one point which he had 
found useful in the diagnosis of intra-peritoneal cancer, though he would 
not venture to apply it extra-peritoneal :—in presence of ascitic fluid, 
when one pushed with the finger downwards, one got a curious 
emphysematous sensation, which he had never met with, except in con- 
nection with malignant growths. 

Mr. Locxwoop, in reply, said these cases could not be very rare, seeing 
that he himself had met with two in four years. It was a matter of 
astonishment to him that he had been unable to find more of them 
recorded. He hoped in future that they would be published, because a 
surgeon was apt to get into a dreadful dilemma. In answer to Dr. Snow, 
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he said he was really speaking of cases of retro-peritoneal growth at an 
advanced stage. In his own case, the variation in resonance had been 
actually observed. It was merely a suggestion he had thrown out; his 
own experience being limited to these two cases. His intention was only 
to show that there was a cause for their devoting more attention to these 
growths than had hitherto heen accorded to them. Nothing was observed 
post-mortem to show where the growth had originated. 


A SERIES OF CASES OF OPERATIONS UPON THE 
STOMACH. 


By Hersert W. Axuiineuam, F.R.C.S. Eng. 


In going through my case-books I find that I have on 
13 occasions operated upon the stomach. Although I regret 
there is nothing new to report, yet the experience I have gained 
from these operations tempts me to narrate them, and to point 
out some of the lessons that I have learnt. I have performed 
gastrostomy seven times, gastro-enterostomy four times, Loreta’s 
operation once, and pyloroplasty once. I will now briefly relate 
the cases as they came under my charge. 


CasE 1. Gastrostomy (1).—A man 52 years of age had had for a year 
ereat difficulty in swallowing, and for the last month had been unable to 
pass into the stomach even liquids. He had lost much flesh, and appeared 
to be in the last stages of starvation. On examination, an cesophageal 
bougie stopped on a level with the central part of the sternum. There 
had been constant vomiting of blood and mucus. On August, 14th, 1886, 
gastrostomy was performed. An incision 3 inches long was made 
parallel to and half an inch from the margin of the ribs. The abdominal 
cavity was opened; the stomach was found and was secured by many 
interrupted stitches passing through the muscular and serous coats, and 
was thus fixed to the skin wound. The patient was fed per rectum, and 
progressed favourably till August 21st; as he was weak and failing in 
general strength the stomach was opened, and food was given every four 
hours until the 23rd, when he died. A post-mortem examination showed 
that there were no signs of peritonitis ; the stomach was firmly glued to 
the abdominal wall. The cause of death was asthenia. 


CasE 2. Loreta’s operation. A. patient 54 years of age was admitted 
into the Great Northern Central Hospital with pyloric obstruction. 
There was no tumour to be felt. The patient was much emaciated, 
and constantly vomited soon after taking food. After a consultation 
with my colleague, Dr. Burnet, 1t was decided to explore the pylorus, 
and if the obstruction was not malignant to perform Loreta’s operation. 
On May 13th, 1888, the abdomen was opened by a vertical incision in 
the median line just above the umbilicus. The pylorus was found to be 
freely movable but rather thickened, and appeared to be in no way 
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affected by malignant disease. The liver, as far as it could be examined, 
was normal. The thickened condition of the pylorus showed a fibrous 
state. The stomach was opened on its anterior surface, the incision 
being large enough to admit three fingers. When the finger was inserted 
into the stomach the pyloric opening was found to be greatly contracted. 
Only with great difficulty could one finger be inserted, but by gradual 
dilation it was possible, after a time, to pass two fingers through the 
contracted portion. No ulceration was to be felt. The stomach wound 
was sewn up with Lembert’s sutures. The patient was rather collapsed 
after the operation, and died the next day. On post-mortem examination 
the body was found to be much emaciated ; the stomach walls were well 
glued together, there was no leakage into the peritoneum, and there was 
no evidence of peritonitis, At the back of the liver there was a small 
cancerous nodule. The pylorus was freely dilated, and showed on 
section a scirrhous condition. There was no ulceration of the mucous 
membrane. 


CasE 3. Gastrostomy (2).—A man 48 years of age was admitted into 
the Great Northern Central Hospital. For four months he had had 
difficulty in swallowing, and had experienced pain in the epigastrium 
and the lower sternal regions. For two months he had been unable to 
eat solid food, and liquids returned at once, even when slowly taken. 
He had lost 2 stone in weight in three months, and while in the hospital 
a week lost 1 stone more, so that at the time of the operation he weighed 
only 7 stone. On July 9th, 1890, gastrostomy was performed. <A 
vertical incision was made in the left linea semilunaris, the abdominal 
cavity was opened, and the parietal peritoneum was stitched to the skin. 
The anterior part of the stomach was sought for near the cardiac end, 
and was placed in position by the method of “quilled suture” advocated 
by Mr. Greig Smith. The patient did well, and was fed for the first 
week with nutrient enemata. The stomach was then opened by an 
incision large enough to admit a No. 8 catheter; through this the 
patient was fed, and he rapidly gained in weight. After this, he went 
to the cancer wards of the Middlesex Hospital, where he lived for 
11 months. The authorities of that hospital kindly informed me that 
his death was caused by the cancerous growth extending into the lungs. 


Case 4. Gastrostomy (8).—A woman 50 years of age was admitted 
into the Great Northern Central Hospital. For six months she had had 
difficulty in swallowing solids, and for two months had been restricted to 
fluid nourishment. She was wasting rapidly. On the right side of the 
neck a swelling was noticed. No bougie could be passed beyond the 
level of the upper border of the sternum, and in this situation there was 
a cancerous mass. On December 30th, 1891, gastrostomy was performed. 
A vertical incision was made in the left linea semilunaris, the parietal 
peritoneum was stitched to the skin, and the stomach was kept up to the 
abdomen by Greig Smith’s “quilled suture” method. The patient was 
fed by nutrient enemata. On January 3rd, 1892, the stomach was 
opened by a small incision, and into this was passed a No. 8 catheter, 
by which food was given. On January 6th all the stitches were 
removed ; on the 17th, at the request of her friends, she left the 
hospital. She lived four months longer. 


CasE 5. Gastro-enterostomy (1).—A woman 47 years of age was 
admitted into the Great Northern Central Hospital on February 24th, 
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1892. From October, 1891, she had had occasional attacks of sickness 
and pain in the epigastric region, which usually occurred in the evening. 
A burning sensation in the epigastrium preceded the sickness, the 
vomited matter consisting of the meals taken during the day. A few 
months before admission a swelling was noticed in the epigastric region. 
The patient had lost a good deal of flesh. The abdomen was not 
distended. About the epigastric region could be felt a hard nodular 
growth, about the size of a Tangerine orange, which was quite movable, 
but was painful on examination. The bowels were obstinately confined. 
On March 2nd the abdomen was opened above the umbilicus in the 
middle line by an incision 4 inches long. The stomach was explored, 
and a hard growth was found involving the pyloric end. The anterior 
wall of the stomach was then drawn into the wound, and an incision 
13 inches long was made in the stomach; a coil of jejunum 
was similarly drawn out and incised to the same extent. Two Senn’s 
bone-plates were inserted, one into the stomach and the other into the 
jejunum ; the bone-plates were then apposed, thus bringing together the 
aperture in the stomach and in the bowel. The plates were next tied 
together, and the stomach and bowel were united by 12 superficial 
Lembert’s sutures. The abdomen was sponged out, and the abdominal 
wound was united by silkworm-gut sutures. After the operation the 
patient vomited some blood-stained fluid, and continued to vomit inter- 
mittently for 24 hours. For four days she was fed per rectum, and after 
that food was given by the mouth. On March 14th a purge was given, 
which acted well. The patient progressed favourably, with occasional 
vomiting after meals, especially when the food was of a very bulky 
nature. On May 30th she left the hospital, having gained in weight, 
and went to the north of England. Four months later she died from some 
lung trouble, probably of a malignant nature; her friends declined to 
allow a post-mortem examination to be made. 


CasE 6. Gastrostomy (4).—In June, 1892, a man 67 years of age came 
to the Great Northern Central Hospital. For 12 months he had had 
difficulty in swallowing ; for the last five or six months his diet had been 
confined to fluids, and even these sometimes returned. The obstruction 
was on a level with the upper part of the sternum. For two months he 
had lost flesh rapidly, his normal weight of 11 stone being reduced to 
8 stone at the time of admission. No bougie could be inserted more than 
12 inches from the teeth. On June 22nd a vertical incision, 24 inches 
long, was made along the left linea semilunaris, the abdomen was opened, 
and the parietal peritoneum was stitched to the skin. The anterior wall 
of the stomach was pulled out into the wound, and was then drawn 
through the hole ina Senn’s bone-plate, which was placed transversely 
to the wound in the abdominal wall. A piece of the stomach was then 
drawn through the hole in the bone-plate and was held in position by 
two harelip pins passed through the muscular and serous coats. This 
operation (Bowreman Jessett’s) took 10 minutes to perform. The patient 
was fed by enemata till June 27th, when the stomach was opened by a 
tenotomy knife in the interval between the harelip pins. A No.8 catheter 
was introduced into the aperture and the patient was fed through it. On 
June 30th the pins and bone-plate were removed. On July 19th the 
patient left the hospital, being much improved in health and having 
gained considerably in weight. He was heard of eight months after the 
operation, but no information was received as to his further length of life. 
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Case 7. Gastrostomy (5).—A man 51 years of age began to experience 
trouble in swallowing at Christmas, 1891, and this difticulty so increased 
that five weeks before his admission to the Great Northern Central 
Hospital in August, 1892, he was unable to swallow any food. He was 
greatly emaciated, and a bougie would not go beyond 10 inches from the 
teeth. On August 31st a vertical incision 23 inches long was made in 
the left linea semilunaris, the abdomen was opened, and the parietal 
peritoneum was stitched to the skin. The transverse colon was 
discovered, and thence, by tracing up the great omentum, the stomach 
was easily found. Part of the anterior wall near the cardiac end was 
then drawn through the hole in a Senn’s bone-plate (Bowreman Jessett’s 
operation). The patient was fed by enemata till September 5th, when 
the stomach was opened in the interval between the harelip pins by a 
tenotomy knife ; through the opening in the stomach thus made food was 
given every four hours. On September 7th the pins were removed. The 
patient, who was greatly improved, left the hospital on September 20th. 
There was no information given as to the time he lived after the 
operation. 


CasE 8. Msophagostomy followed by gastrostomy (6).—A woman 
53 years of age was admitted into the Great Northern Central Hospital 
at the end of September, 1892. For many months she had had much 
difficulty in swallowing solid food, and of late had had great trouble in 
swallowing fluids. At times she vomited blood and mucus; she had lost 
flesh and was much emaciated. After examination with bougie and 
finger, she was believed to have a malignant stricture on a level with 
the cricoid cartilage. This was thought to be a fit condition for the 
performance of cesophagostomy. Therefore, on September 29th, an 
incision was made down upon the left side of the neck ; the cesophagus 
was found, brought to the surface, stitched to the skin wound, and then 
opened. The next day, as the patient was feeble, a catheter was passed 
into the csophageal opening, and through this catheter food was 
administered. But to my amazement, as fast as the milk was poured 
into the cesophagous it ran out again ; moreover, when the catheter was 
passed down towards the cardiac end, by no persuasion could it be made 
to find its way into the stomach. This being the case, gastrostomy was 
performed by Bowreman Jessett’s method. Then the stitches connecting 
the cesophagus with the skin were cut loose, so that the cesophagus fell 
back into its normal position. On October lst the stomach was opened 
and feeding was at once commenced. The patient made an uninterrupted 
recovery, the cesophageal opening completely closed, food was given daily 
by the opening in the stomach, and the patient gained rapidly in weight, 
leaving the hospital at the end of October; about two months later, as 
she failed to pass the catheter into the stomach some friends assisted her 
to do so, but unfortunately they passed it stead into the peritoneal 
cavity, into which fluid was poured ; needless to say, within 24 hours she 
died from acute peritonitis. 


Case 9. Pyloroplasty.—In June, 1894, a man 31 years of age entered 
the Great Northern Central Hospital. Seven years before, his illness 
began with an attack of what was supposed to be acute dyspepsia, and 
since then he had been treated for that ailment. ‘Two years before 
admission he had attacks of acute pain in the pit of the stomach, which 
occurred at no particular time of the day, but very frequently. A year 
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later he began to be sick, usually at night, vomiting the meals eaten 
during the day, but never blood. Just before admission this vomiting 
took place nightly, on one occasion amounting to three quarts of partially 
digested food. The bowels were very constipated, acting only once a 
week, and the motions being scanty. He had attended at another 
hospital, where he had had the stomach washed out frequently, and all 
kinds of drugs had been tried for his relief. The patient was a spare 
man. The stomach was much dilated, but no tumour was to be felt in 
the abdomen, and the other organs were quite normal. On June 20th 
the abdomen was opened in the middle line by an incision extending 
from the ensiform cartilage to the umbilicus. The pylorus was sought 
for and found to be thickened and contracted. There were no signs of 
malignant disease ; thereupon it was decided to perform pyloroplasty. 
A longitudinal incision was made running transversely to the stricture. 
The pylorus, when so opened, was found to be much contracted and 
fibrous. The centres of the edges of the longitudinal cut were then 
pulled apart, so that the incision was converted into a transverse one. 
This incision was then sewn together by a deep suture, which united the 
mucous membrane on one side of the wound to that on the other side, 
and the muscular and serous coats were united by many of Lembert’s 
sutures. The patient made an uninterrupted recovery. The stitches in 
the abdominal wound were removed on June 28th ; for some days pre- 
viously the patient had been fed by the mouth with milk and essence of 
meat, and from that date solid food was given. He continued to take by 
the mouth diet of various kinds without sickness or pain. He left the 
hospital on July 10th, having gained much in weight. He was seen 
again in February, 1895, when he was in perfect health, and able to eat 
everything without experiencing sickness or discomfort. At that time 
he was shown before the Medical Society of London. 


Case 10. Gastro-enterostomy (2).—In July, 1894, a woman 44 years of 
age was admitted into the Great Northern Central Hospital. For 18 
months she had complained of great pain in the stomach after meals, 
followed some hours later by severe vomiting. This had grown much 
worse of late. She had rapidly lost flesh, and for the last three months 
had noticed a swelling about the epigastric region, which had increased 
in size and was very painful when handled. The patient was much 
emaciated, and about the epigastric region could be felt a large, hard, 
irregular mass. AJ food taken was returned, and the vomited material 
was sometimes blood-stained. As it appeared from the symptoms to be 
a case of tumour of the pylorus, it was determined to perform gastro- 
enterostomy if it was possible. On July 12th the abdomen was opened 
in the middle line by an incision extending from the ensiform cartilage 
to the umbilicus. On exposing the stomach there was found what 
appeared to be a large, hard, sarcomatous mass which involved the 
pylorus and a considerable portion of the stomach. There were also 
secondary deposits in and about the great omentum. This condition 
caused me considerable doubt as to whether it was possible to perform 
gastro-enterostomy on account of the extent of the growth and the 
amount of stomach involved. However, after much consideration it was 
decided to be justifiable to attempt the operation, in the hope that it 
might afford some relief. An incision was made into the anterior surface 
of the stomach, and a piece of jejunum about 12 inches from the duodenum 
was brought to the surface and similarly incised. Mayo Robson’s bobbin 
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was inserted into the holes in the gut and stomach and fixed, and these 
apertures were brought together over the bobbin in the manner described 
by Mr. Mayo Robson. It should be noted that the jejunum was fixed 
up to the stomach, so that when the contents of the stomach passed along 
the jejunum they might proceed in the direction in which food usually 
goes along that gut. The abdomen was then closed in the customary 
manner. The patient made a rapid and uninterrupted recovery, and was 
soon fed by the mouth with all varieties of food. She left the hospital 
in about a month’s time, and was shown by me before the Medical 
Society of London in February, 1895, together with Case 9. She was 
perfectly well, and had gained 3 stone in weight. It was curious to note 
that the growth about the epigastrium was still present, but it had not 
increased in size, and perhaps had even diminished. 


CasE ll. Gastrostomy (7).—A man 48 years of age was admitted into the 
Great Northern Central Hospital on November 12th, 1894. For 16 months 
he had had some difficulty in swallowing, which had rapidly increased of 
late. He was scarcely able to take hquid food, and had lost much flesh. 
No bougie could be passed beyond the middle level of the sternum. 
There was no history of syphilis. On November 14th gastrostomy was 
performed by a vertical incision 25 inches long; a small knuckle of 
stomach was fixed through Senn’s bone-plate by Bowreman Jessett’s 
method. On November 20th the stomach was opened, a No. 8 catheter 
was tied in, and the patient was fed every four hours. In this case the 
opening in the stomach must have been made rather too large, for at 
times through the fistula there was a discharge of gastric juice (and some 
food) which greatly irritated the parts around the aperture. The patient 
left the hospital on December 2nd, and was still alive in May, 1895. 


Case 12. Grastro-enterostomy (3).—On November 28th, 1894, a woman 
26 years of age was admitted into the Great Northern Central Hospital 
under the care of Dr. Beevor, my colleague. For two months she had 
complained of pain in the epigastrium, with some distension and heaviness 
after meals. In November she began to vomit all food, but this relieved 
her great pain ; the vomited material was sometimes blood-stained. On 
admission there was observed in the umbilical and right lumbar regions 
a distinct, rounded tumour, which was nodular and hard. There was no 
jaundice orascites. On December 10th the growth was rapidly increasing, 
and the patient was losing flesh and becoming worn out by the pain. 
Two days later (December 12th) an incision was made in the middle line 
from the ensiform cartilage as far as the umbilicus. The tumour was 
found to be irregular in shape and involving the pylorus and neighbour- 
ing parts; moreover, the right lobe of the liver was adherent to the 
tumour. Remembering the success of a similar case (Case 10), I deter- 
mined to perform gastro-enterostomy. An incision was made into the 
anterior surface of the stomach, and a similar one into the jejunum ; the 
openings were brought into contact over a Mayo Robson’s bobbin, and 
were fixed together in the manner advocated by that surgeon. For a few 
days there was considerable vomiting, evidently of fluid coming from the 
small intestine. This was remedied by causing the patient to sit up in 
bed instead of lying down. On December 20th all the stitches in the 
abdominal wall were removed, and the abdominal wound was soundly 
healed. On this date the patient asked for food, and her general condi- 
tion greatly improved. She continued for some time to make progress, 
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put on flesh, and was quite relieved of abdominal pain. However, on 
January 12th, 1895, she was suddenly seized with great pain in the 
abdomen, vomiting began, and she died from peritonitis on the 13th, 
33 days after the operation. A post-mortem examination showed that the 
gastro-enterostomy wound was soundly healed, and that the communica- 
tion between the stomach and jejunum was quite perfect, admitting the 
middle finger. The cause of death was ulceration of the growth on the 
anterior wall of the stomach spreading into the general peritoneal cavity, 
and thus setting up purulent peritonitis.* 


CasE 13. Gastro-enterostomy (4)—On January 28th, 1895, a man 
45 years of age was admitted into the Great Northern Central Hospital. 
Twelve months previously he had begun to have attacks of vomiting at 
intervals of 14 days ; these did not occur after meals, but generally took 
place at night. The quantity vomited varied, sometimes amounting to 
two or three quarts, and consisted of all the food which had been taken 
during the day. In November, 1894, his condition became much worse, 
and he rapidly lost flesh. Five years before he had weighed 15 stone ; 
on admission his weight was only 9 stone 4 lbs. The abdomen was very 
full, the muscles were rigid, and some peristalsis could be plainly seen 
through the abdominal walls. The stomach appeared to be enormously 
dilated, and extended as far down as the right Poupart’s hgament. Con- 
siderable splashing could be elicited. On January 30th the abdomen was 
opened above the umbilicus ; the stomach was found to be enormously 
dilated, and about the pyloric end, which was brought up from the 
neighhourhood of the right Poupart’s hgament, a hard carcinomatous 
mass was seen and felt. The anterior surface of the stomach was opened 
by a small incision, and the same was done to the jejunum. Into these 
openings a Murphy’s button was inserted, and the operation was 
completed as advised and carried out by Professor Murphy. Two anchor 
stitches were employed to fix the jejunum to the stomach. The patient 
was not at all collapsed, and passed a good night. The temperature was 
normal and there was no vomiting. On February Ist there was slight 
vomiting, and the patient complained of thirst. There was no distension 
of the abdomen or tenderness. On the 38rd there was still slight 
vomiting. As the stomach continued to be greatly dilated it was washed 
out, and three pints of very offensive fluid were removed. The patient 
was much collapsed after this “ washiag out,” and died early the next 
morning. <A post-moriem examination showed that there was enormous 
dilatation of the stomach ; the Murphy’s button was in no way blocked, 
the gastro-enterostomy wound was quited sealed, there was no leaking 
into the general peritoneal cavity, and there was no trace of peritonitis, 
and no distension of the intestines. 


Remarks.—It will be seen that I lost one of the gastrostomy 
cases, one of the gastro-enterostomy cases, and the one in 
which Loreta’s operation was performed. J may at once 
remark that if operations upon the stomach are to be of any use— 
that is to say, brought to a successful issue—the operation must 
be done fairly early—z.e., before all chance of recuperative power 
is gone. It may be observed that my first case of gastrostomy 


* The specimen was shown. 
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died nine days aftcr the operation simply from asthenia. The 
gastro-enterostomy case died from what I can only describe as 
the result of an enormously over-distended and probably septic 
stomach—in other words, a stomach that had become so dilated 
that it had passed the point at which it was possible for it to recover 
its contractile power. Now, with regard to the best incision in 
the abdominal wall for exploring the stomach, if the operation is 
for gastrostomy, I conclude, after trying various incisions, that the 
vertical one about the left linea semilunaris is the best. On the 
other hand, when the pylorus is to be dealt with, or when a gastro- 
enterostomy is required, | am of opinion that a vertical incision 
in the middle line above the umbilicus is the most desirable. It 
is weil known that in many of these cases, especially when the 
disease is an cesophageal stricture, the stomach is contracted and 
drawu up well under the ribs. There is sometimes difficulty in 
finding this organ, and, again, even when it is found, there is 
occasionally trouble in making sure that it is the stomach. This 
may be overcome as follows. First of all, upon opening the 
abdomen a search should be made for the transverse colon (which 
is immediately recognised by the longitudinal bands); and then 
the great omentum (the gastro-colic portion) should be traced up 
to the lower edge of the stomach. By these means the stomach 
can always be quickly found, and, moreover, there will not be the 
shghtest doubt that it is the stomach. The next point to consider 
is the choice of the operation to use in gastrostomy. I have tried 
several methods, and have no hesitation in saying that the method 
advocated by Mr. Bowreman Jessett is by far the best. This is 
done by drawing a piece of the stomach through the hole in a 
Senn’s bone-plate, which is placed on the skin in a transverse 
direction to the abdominal wound. The stomachis held in position 
through the bone-plate by two harelip pins. This prominent 
part marks.the stomach, which can be opened by a tenotomy 
knife passed into it between the harelip pins. By this method 
there is not the slightest difficulty in finding the stomach, and in 
opening it when feeding is commenced that way. Again, very 
few stitches are required; in fact, none are needed to fix the 
stomach to the abdominal parietes. The operation is rapidly 
done, a quarter of an hour being ample time. Another point is of 
great importance. When one is opening the stomach the orifice 
should be only large enough to admit a No. 8 catheter. If the 
VOL. XVIII. 22 
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orifice is made any larger there is great likelihood of the food 
regurgitating through the fistula and causing much irritation of 
the skin around the opening. ‘Too large an opening was made in 
Case 11, and this, I think, was the cause of the regurgitation, 
which gave the patient great annoyance. While discussing the 
points I have noticed in gastrostomy cases, I must not forget to 
note the curious fact that often—.e., in five of my cases—as soon 
as the stomach was opened, and the patient was fed in that way, 
the stricture of the cesophagus was evidently relieved of spasm, 
and at times the patients were able to take fiuids fairly com- 
fortably by the mouth. This happy state, however, was, of course, 
intermittent. There are only a few remarks to make about the 
operation of gastro-enterostomy. Ido not like Senn’s plates. I 
do not think they keep the ips of the wound in the stomach or 
intestines sufficiently apart, and, therefore, later, the opening 
between these viscera is often not large enough. I feel certain 
that the opening was not large enough in Case 5, for it will be 
remembered that after the operation the patient often vomited 
bulky foods. Now, by the use of Mayo Robson’s bobbin, or 
Murphy’s button, the lips of the incisions in the stomach and 
intestines are kept well apart, certainly for some days, and thus 
there is little or no fear of the openings between these organs 
being too small. The loss of Case 13 (gastro-enterostomy) was 
in no way due to any fault of Murphy’s button. In fact, the 
union between the stomach and the intestine around the button 
was quite good. Pyloroplasty, which I employed in Case 9, I 
regard as the best operation for the relief of non-malignant 
stricture of the pylorus. By ita healthy piece of stomach is let 
into the anterior surtace of the pylorus ; moreover, the stricture is 
divided and relieved, and no doubt in time becomes absorbed. I 
have doubt as to the lasting benefits of Loreta’s operation, and I 
can readily understand that in dilating a rigid stricture it might 
easily be torn through, with a consequent leaking into the 
peritoneal cavity. Again, dilating a fibrous stricture does not 
always cure it, as may be instanced in many cases of urethral 
stricture. In the case in which I performed this operation, death, 
I think, resulted from shock and asthenia, the patient being very 
ill when the operation was attempted. 


The PRESIDENT pointed out that the object of these operations was not 
so much to prolong life, as to ensure that the remainder of the patient's 
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life should be passed in comparative comfort. Given the condition for 
which the operations were undertaken, few would wish for any such 
prolongation ; and when an operation was spoken of as quite unsuccess- 
ful, it would often, in the opinion of the patient, have been successful. 
When the author spoke of an uninterrupted recovery, he, of course, only 
meant that the immediate result of the operation was to put the patient 
in a condition of comparative comfort. The author spoke of having done 
“only” 13 operations on the stomach; as though 13 were not already a 
large number. He asked whether the author had not put the question 
to himself—was it really worth while, in most of these cases, to attempt 
to alter the condition of the patient, in so far as the duration of life was 
concerned, from a period which might, perhaps, be counted by weeks, into 
one that might mean months ? 

Mr. Locxwoop asked the author to enlighten them as to the condition 
of some of these patients, in respect of comfort, after the operation had 
been successfully performed. He had a general impression that certain 
patients, on whom gastrostomy had been performed, were rendered more 
comfortable by what had been done for them, while there were others 
who did not care for the artificial opening. He remembered three 
patients who, by a curious coincidence, had been operated upon during 
the same week. Two of them died ; not so much from the effects of the 
operation, but, rather, they continued to die in spite of it. The third was 
a young woman who had swallowed some acid, causing a tight stricture 
of the cesophagus. Gastrostomy was done; but he had learned that she 
was so discontented with the operation, that she deliberately allowed the 
opening to close up again. 

The PresipENT pointed out that his remarks only applied to cases in 
which there was a lingering disease. 

Mr. Locxwoop said he was referring in particular to one of the 
author’s cases, in which the patient had lived 11 months after the 
operation. He would like to know from the author what was the 
patient’s actual condition during that period; whether it was an easy 
matter to feed him through the opening; whether there was any escape 
of gastric juice, and whether he suffered from the irritating eczema 
which such patients were so liable to. Also, whether the man himself 
thought the opening a boon to him. In the few occasions in which he 
himself had been called upon to do gastrostomy, he had generally been 
called upon to operate when the patient was almost moribund, and the 
prespect of bringing such cases to a successful issue seemed to be almost 
nil. The proper time to perform the operation, if at all, was at the time 
when the patients ceased to be able to take soft solids, but were 
able to take a fair amount of liquid nourishment, or when they had 
ceased to swallow by an cesophageal tube. He had seen a case recently 
in which the tube was passed, and thus saved the patient from the 
performance of gastrostomy. 

Dr. Snow said that, apart from the immediate consequences of the 
operation, regurgitation was one of the most distressing inconveniences. 
He was interested in what the author had said respecting his having been 
able to prevent this by making only a small opening into the stomach. He 
asked whether the author had tried Alberti’s method, in which the 
stomach was brought out by a subcutaneous wound above the cartilage 
of the seventh rib. He asked whether simple fibrous stricture of the 
cesophagus was not very rare. Apart from cicatricial strictures, these 
were, he believed, mostly malignant ; sometimes akin to atrophic scirrhus 
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of the breast. In respect of the medical treatment of these cases, he 
asked the author whether he had tried the administration of opium and 
cocaine with rectal feeding. By such means it was possible to obtain 
comfort and considerable prolongation of life, even in the most advanced 
cases. 

Mr. ALLINGHAM, in reply, said it was of course somewhat difficult to 
express an opinion as to the desirability of operating in these cases. 
When a man was in good health, his first thought was that he would 
refuse to undergo any operation, but when it came to the stage in which 
such an operation as colotomy or gastrostomy was necessary, he- had 
rarely found any patient object. They really sought any means of relief 
that could be obtained by operative measures. He admitted that gas- 
trostomy was a disagreeable and uncomfortable operation, but it was 
really a matter of choosing between two evils. In his own cases, the 
patients had expressed themselves as receiving great comfort from the 
operation. Of course the patients did not like the opening, nor did they 
relish being fed through the hole; but as to the relief which the 
operation afforded there ‘could not be any doubt. As for gastro- 
enterostomy, that was quite another matter. That operation, he held, 
ought always to be done in every case of stricture of the pylorus, when 
there was any degree of dilatation of the stomach, the relief to the 
patient being quite remarkable. He referred to the cases he had 
brought forward in February last. One of the patients gained 3 stone 
in weight, and had been enabled to go back to her work as lady’s maid- 
Although she had again fallen away, he maintained that such a result 
was sufficient to justify their attempting gastro-enterostomy in every 
suitable case. In all the cases in which only a small opening had been 
made into the stomach, there had been no regurgitation of fluid ; and 
he felt convinced that the regurgitation, with its consequent irritation 
of the skin, was due to too large an opening having been made. He 
had never tried Alberti’s operation, having found Jessett’s method very 
satisfactory. If, however, it ‘presented any advantage, he was quite 
prepared to give itatrial. With reference to fibrous strictures of the 
pylorus, he said that the curator at St. George’s Hospital had for some 
time past been examining every pylorus that came into his hands, and 
he had already come to the conclusion that the existence of more or less 
fibrous contraction of the pylorus was far more common than was 
thought; and if this were the case, it was worth while bearing in 
mind that this condition might be absolutely relieved, or even cured, by 
pyloroplasty. 

Dr. Snow pointed out that the fact of these conditions being met with 
only on the post-mortem table, rather showed they had not given rise, 
during life, to any clinical symptoms. 
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May 20th, 1895. 


THE ANNUAL ORATION—THE RECENT EVOLUTION 
OF SURGERY. 


By A. Pearce Goutp, M.S8., F.R.C.S. 


Mr. Prestpenrt AND GENTLEMEN,—I am using no empty form of 
words when I say that our gathering this evening has lost much 
of its wonted pleasure from the absence from among us of 
Mr. Durham, who was so long and so prominently identified with 
this Society. In a remarkable degree Mr. Durham was the very 
personification of the great characteristics of the Medical Society 
of London, for he combined intellectual keenness and professional 
ardour with intense warmth of heart and kindly feeling. Every 
one knew him as the skilful surgeon and the very soul of honour ; 
and we here knew him also as the wise administrator and the 
genial friend. 

When our President, Ll years ago, Mr. Durham gave us of 
his very best in time, in thought, and in effort, and made us ever 
his debtor; but he has placed the Society under a still greater 
debt of obligation by his 10 years of service as its Treasurer. 
We owe it largely to his genius, which combined enterprise with 
caution, that we are now more handsomely accommodated and 
more financially prosperous than at any former time in our history. 

Many of us remember the striking and valuable oration 
which Mr. Durham gave 14 years ago. His subject was the 
Surgery of the Future, and in his address he sketched out the 
lines along which the art he loved so well—and which he himself 
adorned—would progress in the immediate future. I¢ is a striking 
testimony to his accurate appreciation of the new forces at work 
that he then foretold much of what has since been realised. 

The subject that I have ventured to choose as my theme is The 
Recent Evolution of Surgery. I have selected it because, however 
unworthily I may deal with it, the subject, at any rate, is well 
worthy of attentive study. This has been true at every stage in 
the long history of our art, but never so true as to-day, and for 
those who, ike myself, have had the opportunity of witnessing 
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during the last 25 years such a development in surgery as has 
never occurred before in a generation—nay, not even in a century 
or a millennium. 

The origin of the surgical art is lost in the obscurity of pre- 
historic times, but for 2,000 years at least we are able to 
trace more or less clearly and fully its onward march. Its 
progress has been slow and at times intermittent. The light of 
science has shone more brightly—now here, now there, and great 
local schools have risen to fame, and then, alas! sunk into oblivion. 
Although the progress has been slow, it has been assured; and at 
almost any time in the history of the art we can imagine an orator 
addressing his fellows and asserting with truth that the present 
was better than the past. This reflection may well give us 
confidence in the future, and temper our boasting of the present 
with the expectation of the greater things stil] to be realised. 

It is possible to measure the progress of our art either by the 
growth in the ideas to which it gives expression, or by the improved 
expression it gives to old ideas. Of method we find an almost 
infinite variety, and few surgeons are so devoid of all originality 
as not to add something to the constant advance of surgery as an 
applied art. The great principles and thoughts of surgery are 
few, and it is given only to Nature’s giants to develop or to correct 
them. 

By whichever standard we judge the progress of surgery within 
the last 25 years, we shall be bound to admit that never before 
was the advance so general, so rapid, so beneficent. 

Inasmuch as mind is more than matter, and in the degree in 
which a truth is greater than any expression of it, the highest and 
truest standard by which we can estimate the progress of an art 
will always be the moral rather than the merely material. I 
believe the chief glory of this period lies in the almost entire 
transformation of surgical ideals that has occurred, rather than in 
the improved methods of expressing them. In this sense it may 
with justice be called the “ golden age of surgery,” and to apply to 
it the poor term “progress,” which we also use for the slow 
march onward of the last 2,000 years, is altogether inadequate, 
and therefore to some extent misleading. I have accordingly 
ventured to use the word ‘evolution’ to express this wonderful 
unfolding, enlarging, ennobling of the thought, spirit, aim, and 
ideal of surgery, in contradistinction to improvements in its 
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methods only, which may well enough be connoted by the poorer 
word ‘‘ progress.” | 

I propose, then, to show to what extent and in what direction 
the very life of surgery has undergone a striking evolution 
within the last 25 years. I shall ask you to test the position of 
surgery to-day, as compared with what it was when most of us 
first began its study, by its new estimate of the bearing of 
anatomical facts; by its higher regard for the integrity of the 
organism ; and by its altered conception of its place and value as 
a healing art. 

1. One great change that has come over surgery is the removal 
of the formerly admitted anatomical restrictions wpon surgical 
operations. This is sometimes spoken of as the extension of 
surgery into new regions, and it is pointed out that organ after 
organ has been, as it were, captured by surgeons and shown to be 
a more or less fruitful field for their enterprise. That, I think, is 
but a very imperfect expression of the facts, and one that conceals 
their true significance. 

For what are the facts 

We are all familiar with them. The operation of trephining 
probably dates from prehistoric times, and from that remote period 
up to a very recent day surgeons have confined their cranial 
operations to removal of more or less of the skull, and have most 
carefully abstained from interference within the brain within. 
Quite recently trephining has sunk in importance, and is now, as 
a rule, only an incident im an operation directed entirely to active 
treatment of the membranes and brain. 

Sumilarly, while our immediate predecessors operated timidly, if 
at all, upon the posterior part of the spinal column, we operate 
upon the spinal membranes and cord, and also occasionally upon 
the anterior part of the vertebral column. 

Of the surgery of the thorax the same holds true. Operations 
upon its walls were sanctioned long ago, and timid efforts were 
occasionally made to open and even drain the pleura, but the 
thoracic wall only was regarded as the legitimate field of surgical 
interference. Now not only is the pleura a common field of 
successful surgical interference, but the lung itself is freely 
operated upon ; and the chief bar to a much greater development 
of pulmonary surgery is the difficulty attending the minutely 
precise diagnosis and localisation of the diseases of this organ. 
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The pericardium is aspirated or drained without hesitation, and 
the suggestion has been made not only to tap the heart itself, but 
to treat wounds of its muscular substance by careful suture, in 
just the same way as similar injuries of other muscles. The 
mediastinum, too, has been brought within the pale of legitimate 
surgery. 

No single organ in the great cavity of the abdomen is now held 
to be beyond the reach of the surgeon’s knife. The successful 
removal of huge abdominal tumours, which at first excited angry 
opposition and then admiring wonder, is now a commonplace 
event in every operating theatre in the world. This has been 
followed by the extension of surgical methods to one and another 
of the solid and hollow abdominal viscera, until now liver, spleen, 
Iidney, stomach, and intestines, uterus and its appendages, gall- 
bladder and bile-ducts, ureters and urinary bladder, and even that 
most inaccessible of organs, the pancreas—one and all have their 
own surgical history and triumphs. In other words, the field of 
direct surgical interference was formerly limited to the limbs and 
to the common coverings of the great cavities of the trunk, to the 
exclusion of the great serous membranes and the organs contained 
within them. Surgeons were content to recognise that many 
organs and parts of the body lay beyond the limits of legitimate 
surgical interference, and they admitted it to be no reproach to 
their art to refuse to interfere with the peritoneum, the kidney, 
the lung, or the brain. 

I submit that it is essential to a correct appreciation of the 
change that has occurred to notice that the advance has not been 
gradually or slowly made, but occurred practically simultaneously 
all along the line. Its explanation lies not nearly so much in 
increased momentum in surgical art as in a sudden removal of a 
restriction to its advance. Surgeons are not bolder now than in 
the past, and although their anatomical knowledge has in many 
directions been made more precise, and they are possessed of 
operative aids unknown to a former generation, it is not chiefly in 
these influences that we must seek an explanation of the fact we 
are considering, but in the removal of a barrier erected and 
supported by ignorance and misconception. ‘he error consisted 
partly in a belief that a surgical operatio” is in its very nature 
lethal, what we now call pathogenic, but largely in the view that 
certain tissues ané organs of the body are of such anatomical 
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delicacy, and so little endowed with either power of repair or 
ability to resist injurious influences, albeit that they are of prime 
importance in the animal economy, that to submit them to 
operation was to court certain disaster. 

He who saw the removal of a subcutaneous fatty tumour entail 
suppuration and the risk of blood-poisoning could not contemplate 
with approval the removal of a kidney. When the surgical wound 
of a healthy joint was seen to be attended with the gravest risk to 
limb and even life, how could a surgeon dare to lay open and 
operate freely upon a huge serous sac like the peritoneum? When 
every surgical procedure entailed grievous risk and no means 
were known of certainly avoiding it, all surgeons felt the necessity 
of limiting operations to their reducible minimum; and when 
it was forced upon them that the deeper their incisions the greater 
the peril, what else could they think than that the mere depth of 
an organ and the means taken by nature to protect it from 
external violence were a clear intimation of its being beyond the 
scope of surgery ? 

Thirty years ago the body was mapped out irto an operable 
area and an inoperable area, the distinction being based upon 
anatomical position and differences; but when surgeons under- 
stood the process of healing of uninfected wounds, such an 
anatomical classification of parts became meaningless, and a great 
barrier to the progress of surgery was at one moment removed. 
To-day we know that simple, well-executed surgical procedures 
are not in themselves the cause of disease (pathogenic), and that 
every tissue and organ of the body is endowed with a power of 
repair more than equal to the demand surgery makes. With this 
knowledge the whole anatomical barrier to the progress of surgery 
has vanished, and the problem has assumed an entirely different 
aspect. 

From an anatomical standpoint the only bar to the feasibility of 
an operation is its mechanical impossibility. 

But | must guard myself from being understood to maintain 
that to-day a surgeon is free to incise anywhere or to excise 
anything. That can never be. 

The very removal of the anatomical restrictions upon the 
activity of surgeons has brought into relief the physiological 
restraints upon their art. Thus while the depth and important 
relations and the anatomical structure are no bar to the excision 
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of either kidney, the physiological importance of the organs is an 
absolute bar to double nephrectomy or to the removal of a single 
kidney when its fellow is hors de combat from disease. 

A wandering spleen has been successfully excised, and such an 
operation is distinctly imdicated where the organ gives rise to 
serious trouble from torsion of its pedicle; its place in the 
organism can be adequately filled by the bone-marrow, aided 
possibly by the lymphatic glands and sometimes by small masses 
of spleen tissues left behind in the gastro-splenic omentum. But, 
so far as we know, a wandering liver can never be treated in the 
same way; anatomically the operation is almost equally feasible, 
but physiologically it is barred. 

Similarly, cerebral surgery is at present limited to the relief of 
pressure upon its substance, the excision of morbid growths at or 
close to the surface, and the evacuation of abscesses in its 
substance. With our present knowledge we have to admit that 
the medulla oblongata and the central portions of the brain are 
outside the field of surgery, not because they cannot be reached, or 
on account of any peculiarity of structure, but because of their 
physiological importance. 

In fact the only hmit in the anatomical range of his activities 
that a surgeon now recognises is the physiological one. He no 
longer usks himself whether this, that, or the other structure 
is too delicate to be the field of his interference, but only 
whether he can operate upon it without injury to structures 
necessary to life, or without inflicting upon the patient greater 
disabilities than those caused by the disease or injury he seeks 
to combat. 

Thus the surgeon views the human body as a field for operations 
from an entirely different standpoint from that occupied less than 
a generation ago. We of to-day cannot, even in imagination, put 
ourselves quite into the mental attitude of those who immediately 
preceded us. In this new thought, then, we see one great sign of 
the evolution of surgery. 

2. Closely connected with this change in surgical thought, and 
yet to some extent standing in contrast with it, is the higher regard 
in which the physiological integrity of the organism is now held. 
While no one tissue or organ is held by surgeons to be beyond the 
scope of their activities, all tissues and organs have assumed an 
altogether new and higher sacredness in their eyes. To use a 
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time-honoured but much abused phrase, surgery has become more 
entirely conservative in its aims than was ever the case before. 

It is true that diseased structures are removed with greater 
freedom than ever and almost regardless of their situation; but 
never before have we seen such efforts made to limit operations to 
the removal of diseased parts and to save all healthy structures. 
IT will mention four examples of the influence of this new spirit 
in surgery. 

(a) My first example is found in the diminished frequency with 
which amputation is resorted to for injuries and diseases. I will 
not attempt to prove this by statistics, for they are in great 
measure useless for the purpose. Indeed, I think it quite possible 
that if we appealed to statistics only we might meet such an 
awkward fact as this—that more thighs were amputated at a 
given hospital last year, let us say, than was the case 20 years 
ago. For while amputation for some affections has been replaced 
by happier methods of treatment, we must not forget that, with 
greater safety attending all surgical operations, there are other 
series of cases which were before deemed hopeless, even at the 
cost of an amputation, which are now so treated. 

Statistics may be good servants, but they are always bad 
masters. They are capable at the best of expressing only the 
grosser facts of human experience, and, as a rule, with much error 
bound up with their mathematical accuracy. The best of hfe 
cannot be measured and weighed ; and were the statistical method 
the only one, or the chief, which showed the recent progress of 
the surgical art, the title of my address would be a misnomer; 
for of evolution mere numbers can tell us nothing. 

When a statistician has said his last word on a man’s height, 
bulk, weight, age, and fortune, we are still in total ignorance of 
the man himself, his true personality and value. And so with 
surgery. The aims of surgery cannot be weighed and measured ; 
the soul of surgery is as impalpable as the ether. 

Not for proof, then, but to gratify curiosity, and also that you 
may not think that these remarks are inspired by a suspicion that 
the so-called “facts” are against me, I have taken out the 
amputation statistics as given in the Surgical Registrar’s Reports 
for Middlesex Hospital of the last two years, and compared them 
with those given in the similar reports for 1873 and 1874. I find 
that in this institution, in the two years 1873 and 1874, 2,382 
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patients passed under the surgeons’ hands, upon whom 590 
operations were performed, including 39 major amputations—by 
a major amputation I mean all amputations except those of the 
digits of either limb; 20 years later, 1893 and 1894, when the 
number of patients had risen to 2,957 and the operations were 
1,554, the major amputations had fallen to 34. 

In other words, while 16 per 1,000 of the patients treated by 
the surgeons in this institution 20 years ago suffered amputation, 
to-day the proportion so maimed has fallen to 11 per 1,000. 
Twenty years ago 6°6 per cent. of the operations in this hospital 
were amputations ; to-day only 2:1 per cent. are of this nature. 

These figures are small and not specially selected, and I do not 
quote them as anything more than a rough mathematical 
expression of a fact familiar to us all—that amputation has become 
much less frequent in surgical practice within the very recent 
period we are now considering. 

What a fact that is! 

A great and wholly unmerited glamour has been thrown around 
the operation of amputation. The interest attaching to its design 
aud execution, and to the construction of a sound and useful 
stump, has done much to obscure the fact that an amputation at 
best is a confession of failure, a refuge of the destitute. 

We have to admit that at times it is an inevitable step, and 
may be a great boon to the patient, saving his life or health, or 
freeing him from the encumbrance of a painful and _ useless 
member ; all the same, however, it is a therapeutic tragedy, an 
irreparable disaster. But not so long ago surgeons took a special 
interest, even a pride, in their cases of amputation. To-day, I 
venture to say, there are no operations in surgery that excite 
less enthusiasm than amputations, none which are felt to be 
more opposed to the whole spirit of surgical art; and a surgeon 
rarely approaches one without not only a certain misgiving, but a 
painful sense of disappointment, if not of failure. Indeed the 
readiness with which he resorts to amputation is recognised to be 
a rough working test of a surgeon’s unfitness to practise his art. 

This is not only a great fact; it is the outward and visible 
expression of a great change which has passed over the whole 
mind and spirit of surgeons. There is more to interest an 
intelligent surgeon in the progress of a case of amputation to-day 
than there was 20 years ago; but to him this interest is 
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dwarfed into littleness by the violation of one of his most 
cherished instincts, in the sacrifice of healthy hving parts in an 
effort to save or benefit the individual. | 

What is true of amputation of limbs is equally true of the 
removal of organs, although in some cases the advance here has 
not been so great. But I can at least point to excision of the 
thyroid gland replaced by enucleation of tumours of that organ, 
and to the removal of tuberculous deposits from the testicle and 
even from the kidney in place of excision of these organs. 

(b) My second example I find in the higher standard of eacel- 
lence we strive to attain im the repair of injuries and operation 
wounds. Where 20 years ago we only aimed at our patient’s 
recovery, and the final closure of a wound, we now look for 
perfect restoration both of structure and function. 

An incident that occurred in this room nearly 12 years ago 
is indelibly impressed upon my memory. The greatest of living 
surgeons had read a paper in which he described and advocated 
his then novel treatment of the direct suture of the fragments 
of a transverse fracture of the patella. Of the discussion that 
followed, only one speech has lived in my recollection; it was 
that of a distinguished surgeon and leading teacher, nearly 20 
years Sir Joseph Lister’s junior, who told him, in his terse 
phraseology, that the operation was magnificent, but it was not 
surgery. Not surgery! The idea of obtaining perfect structural 
repair of an injured part was so foreign to the thought of even 
our foremost surgeons, that this successful effort to grapple with 
an injury that often permanently crippled its victims was con- 
demned as unsurgical, the object aimed at was considered outside 
the pale of legitimate enterprise and comparable only with the 
heroic but mistaken Balaclava charge. 

The ideal then falteringly held up before us by Sir Joseph 
L ster, and which at first was entertained by so few, is now 
cherished by all, and firmly possesses the mind of every true 
surgeon. All do not strive to attain it by the same road; that 
matters not; the idea of obtaining perfect repair of injuries has 
been grasped, and it has raised at a bound our standard of 
surgical excellence. See what it has led to. 

Other fractures than that of the patella are now submitted to 
direct suture if perfect repair cannot be obtained by our older— 
shall I say antiquated ?—methods of treatment. 
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Dislocations which could not be replaced by external manipula- 
tion used to be left; the surgeons had exhausted their resources 
when ropes and pulleys failed to drag back the errant bone, and 
they were content to leave the case to unaided nature. Now no 
one would consent to utter such a non possumus, but would at once 
replace the bone by operation. 

In obedience to the same impulse, the so-called “internal 
derangements of joints” are submitted to operation. This ideal 
finds another expression in the care taken in the suture of wounds 
where meny structures are divided. Where, formerly, surgeons 
spoke and thought merely of bringing the edges of a wound 
together, they now speak and think of the careful union of divided 
structures so as to obtain the most perfect repair. 

In the surgery of the abdominal wall the beneficial result of this 
serried suture of its different layers is very marked, and even 
such a detail as the splitting of the aponeurosis of the external 
oblique muscle in place of division of its fibres is not only 
attended to, but is found to be worth attending to. Another 
recent improvement of the same kind is the exact and serried 
suture of the divided tissues in cases of external urethrotomy, to 
secure perfect primary healing of the wound in place of the older 
and very disagreeable method of allowing the wound to slowly 
fill up. 

Surgeons have ceased to view with approval the slow healing 
up of their wounds by the laborious process of granulation, and 
this not only because that process is slow, but because it fails 
to restore the parts in the same perfect way that “ primary union ” 
does. I might adduce other evidence of this, but I hope it is 
needless to weary you with proof that our regard for the perfect 
repair of injuries and operation wounds is to-day altogether greater 
than it was 25 years ago, and that a new ideal of excellénce possesses 
the minds of surgeons. 

(c) My third example of the influence of this improved surgical 
spirit is seen in the successful efforts now made for the radical cure 
of hernia. Most of us remember the time when the general 
opinion of surgeons was that a well-fitting truss adequately met 
the indications of a case of hernia. The desire to obtain a radical 
cure was entertained by only a few, who were held to be quixotic 
and unreasonable. ‘l'o-day the men who regard a truss as the 
proper and satisfactory treatment for hernia are the marked men, 
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and the aim of surgeons generally is to obtain by direct operation, 
if need be, but anyhow to obtain, a radical cure of the deformity. 
This illustration of my point is so striking that by itself it would 
have substantiated my claim that the aim and. whole ideal of 
surgeons are now far higher than they were 20 years ago. 

(d) My fourth example of the same spirit I find in the appl- 
cation of surgery for the relief of many of the smaller ills and 
deformities to which flesh is heir. Look, for example, at the 
operations now performed for the relief of the various forms of 
talipes. I do not refer, of course, to tenotomy, which was introduced 
long before the period of which alone I am speaking to-night, but 
to the operations of tarsectomy and the like. Look, again, at the 
excision of varicose veins, the direct treatment of thrombosis, the 
excision of small moles, warts, lipomata, suspicious growths, 
unsightly scars, and the hke. 

While in some of these cases graver surgical principles are also 
at stake, such operations are mainly undertaken in obedience to a 
conviction, which we all now admit to be well founded, that 
surgery is rightly employed in remedying slight as well as grave 
defects of structure and function. These operations are the 
outcome of a new spirit among us, of what I have called the higher 
regard for the physiological and structural integrity of the 
organism. They are the expression of a new idea; and if the 
examples I have cited appear in any case to be trivial, remember 
that an idea is greater than any expression it ever receives. 

3. In the recent practice of surgery we also find the expression 
of a new conception of the real nature of a surgical operation and of 
the personal responsibility of the operator. As I have already 
incidentally mentioned, an operation used to be regarded as in 
itself a potent cause of disease, and along with this was that othe- 
great misconception, that suppuration was sometimes a physio- 
logical, and not always a pathological, process. 

Surgeons used to speak of “laudable pus,” “healthy pus,” 
“healing by suppuration,” aud so on. These phrases are gone— 
gone with the false ideas connected with them. We now draw a 
clear and sharp distinction between the physiological process of 
repair and the pathological processes of inflammation and blood- 
poiscning. 

When surgeons saw nearly every wound suppurate, and ery- 
sipelas, septicemia, pyemia, gangrene, and secondary hemorrhage 
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were frequent complications, and when they found that neither 
the surgeon’s skill nor the patient’s sound health, nor the use of 
any known dressing for the wound, or of none at all, was sufficient 
to guard against these appalling evils, what could they think but 
that an operation in itself was a cause of disease? Surgeons 
had only too great reason for knowing that, if by an operation 
they might rid their patient of one diseased condition, it was, as 
a rule, only at the expense of setting up another, and possibly a 
far worse, malady. 

Those who have entered upon the study of surgery only within 
the last 15 or 20 years can form no adequate conception of 
the paralysing effect of these facts. The surgeon’s confidence 
in his art was sapped at its very foundation, and, what was 
worse, his confidence in his own power of determining the issue of 
his cases was destroyed. 

As a result, surgeons were with grim irony called “ brilliant,” if 
only they could execute with despatch and dexterity the feats of 
the operating theatre. If a large proportion of recoveries was 
obtained, the man was apt to be called “‘ lucky ”’; if failures pre- 
dominated, again it was his “luck,” shoulders were shrugged, the 
Deity was blamed, and the surgeon took comfort in his “ brillianey.” 
To-day all this is as a dead language to us; the very slang of the 
hospital theatre is gone. Instead of brilliancy in execution only, 
we demand success; and instead of speaking of “luck,” we talk of 
surgical responsibility. 

Operations still fail; but instead of blaming the Deity, we now 
blame ourselves for the result. For how do failures arise P 

(1) We may attempt what we are unable to accomplish ; such 
attempts should be made so as not to add to our patients’ ills ; 
we ought, at least, not to introduce any new element of danger 
where we cannot effect relief. 

(2) An operation may be fatal from shock, its direct paralysing 
influence being more than the patient’s powers can withstand. 

(3) Or, again, an operation may be fatal by the infliction of 
some injury to a really vital part, or by what is called an accident, 
such as uncontrollable hemorrhage. 

(4) Or an operation may be the means of infecting the patient’s 
healthy tissues with virus introduced from without, or from 
within, from the patient’s own tissues. 

So long as human nature continues what it is, with its tendency 
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to error in observation and judgment, surgeons will meet with 
these failures in their operations; but we cannot escape from the 
load of responsibility that our increased knowledge brings us, and 
we are bound to recognise that no one of us can any longer 
shield himself in cases of failure under the plea of ill-luck. 

As vain is it for aman to try to sever himself from his own 
shadow as for a surgeon to share in the increase of knowledge and 
escape from the heavier burden of responsibility it brings. And, 
look at the causes of failure of operations as we may, we cannot 
get rid of the conviction that these causes are under the control of 
the operator in a sense and to an extent that was never the case 
before. 

It takes but a few words to describe this great, this fundamental 
change that we have of late witnessed in the surgeon’s estimate 
of the nature of his operations and of his share of responsibility 
in their success or failure; but no words of which I have command 
can adequately express the importance of the change thus 
indicated. The language of poetry alone is sufficient for that. 

Whether we regard the relief of human misery resulting from 
it, or the patient labours of those who have established our new 
position, or the marvellous world of hitherto unknown hfe which 
it has revealed, or the entire revolution of nearly all of our most 
firmly held pathological doctrines it has effected, the story of the 
germ theory .of disease must long remain without any parallel in 
biological science. | 

4, Closely connected with this, and arising from the same happy 
addition to our knowledge, surgeons have apprehended that their 
highest ideal is to treat directly the causes of disease. Up to the last 
few years surgical methods as applied to disease were crude in the 
extreme ; they may be summarised as consisting of the removal of 
pathological products, the relief of tension, and the application of 
physiological rest. 

Knowing nothing of the ultimate causes of disease, nothing 
could be done to combat them. Of the many beneficent results 
of this change I cannot now speak; my aim is rather to fasten 
attention upon the change of thought itself than upon its practical 
outcome. I will take merely one example, and that shall be the 
case of tuberculous disease. | 

For tuberculons disease of lymphatic glands the old practice 
never attained to anything better than the opening of abscesses, 
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and in this it only slightly anticipated Nature and in no way added 
to or supplemented her powers of dealing with the disease. 
To-day such a procedure is almost never adopted, except as a 
merely temporising expedient or a preliminary to a more radical 
operation. But, the existence of the disease being once estab- 
lished, the surgeon directs all his efforts to one single end—the 
removal, not only of the effete products of the disease, but of the 
active cause of the disease itself, the tubercle bacilli. As a result 
we have our patients well in a few days instead of their lingering 
on with slow suppuration for months and years, exposed all the 
time to a real peril of more widespread tuberculous infection. 

In tuberculous disease of bone we witness the same change in 
the treatment. It was a step in advance when excision: of a 
tuberculous joint replaced the older plan of incision of abscesses, 
followed, if the case did badly, by amputation. lt wasafurther step 
in advance when excision was practised at an early stage of the 
disease rather than late, because, the disease being more limited, the 
operator was the more likely to remove all the infective material. 
It was, however, a far more important step onward when excision 
was superseded by arthrectomy, the very essence of which is 
the early complete removal of all the diseased and infected tissue, 
with the preservation of all the healthy parts. 

From a pathological point of view, amputation and excision 
differ from one another only in degree; they are both of them 
empirical sacrifices of structures. But arthrectomy stands on an 
altogether different plane; itis the expression of a totally different 
pathological conception—the removal of the cause of disease, and 
not merely its products—as well as of the physiological conception 
of the preservation of healthy parts. 

An equally striking change is seen in the treatment of chronic 
tuberculous abscesses—psoas abscess, and the like. 

The old method of incision and drainage, with more or less of 
empirical washing out of the abscess cavity, was a grim failure. 
It often led to rapid death from septiceemia or pyeemia, and, when 
it did not, the suppuration continued and the abscess was said to 
degenerate into a sinus. So bad were the results that many of 
the most experienced surgeons refused to operate at all and left 
the abscesses to burst, for they recognised that where they could 
not interfere with advantage, it was their duty at least not to 
hasten their patient’s end by an operation. 
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It was therefore a great advance when Lister showed us how 
to open these abscesses without introducing a new element of 
danger by external infection of the abscess. But that, after all, 
only led us half the way along the path. We reached the goal only 
when we further learned where and what is the active cause of 
such abscesses, and how that cause may be destroyed or removed. 
And so to-day we regard these cases, formerly so disastrous, as 
most hopeful, and as yielding some of the best instances of the 
successful attainment of the new therapeutical ideal of surgeons— 
the removal of the cause of disease. 

I will not weary you with further illustrations. Your own 
experience will supply them in abundance. My point is that such 
a change in surgical treatment as this is not comparable with 
the replacement of one empirical method by another, or of one 
mode of dealing with the results of disease by another. 

The dealing with the actual causes of disease is a new fact in 
surgery, the expression of a new idea, and the conception has at 
one step lifted the art to a higher level, and has made it worthy 
of the name “ scientific.” 

Could I point to nothing else, this alone would justify my 
assertion that we have witnessed within the last 25 years 
such a development of the spirit of surgery, such an increased 
adaptation to the requirements of mankind, that “progress” is 
far too tame a word to apply to it; let us call it evolution. 

Two collateral modes of expressing this new surgical thought 
are, I think, worthy of special notice. The first is the ardour and 
also the success with which the surgeon now applies himself to 
the arrest of morbid processes in their early stages. 

So long as the whole aim of the surgeon was to remove the 
results of disease, not to deal with its causes, he was content to 
wait, for mere convenience, until these products bulked large, 
until the case was “ripe” for treatment. But now that his object 
is to deal with the cause of disease, he has come to realise that 
the earlier he makes his interference the better. 

He is justified in this, not only by the saving it involves to the 
patient—a saving whether of time or of comfort, of health or of 
tissue—but also by its enabling him to deal more directly and 
more effectively with the cause of disease, because he is unfettered 
by the amount or the kind of the morbid results of their action. 

This thought has now such a firm hold upon the surgeon’s mind 
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that it has become a part of his instinct, and in any case of a 
failure the explanation which more readily springs to his lips than 
any other is that his interference was made too late. Indeed, in 
cases where we know nothing of the ultimate cause of the disease, 
as in cancer, the same principle inspires us to operate as early as 
the existence of the disease is recognised, and even before that, to 
remove “suspicious” nodules of disease, and so, if we can, to 
anticipate the origin of malignant growth. 

We do not know as an indisputable fact that the first small 
nodule of a malignant growth is, or contains, the cause of the 
disease, but we argue from analogy that it is, or does. We know 
quite certainly that the cause of cancer, whatever it is, does not 
lose its power over the individual by effluxion of time; and 
influenced by this, but still more by our experience in cases where 
the cause of disease is known to us, we endeavour to combat the 
evil by the free removal of the morbid growth at the earliest 
possible moment. 

My contention is that we have no absolute scientific warrant for 
so doing—we soon may have it; but yet the practice is universally 
commended and largely followed as a result of the fact that the 
highest ambition of surgeons now is to remove the cause of disease, 
to deal with it at its fountain-head or in the germ. 

But we see this same tendency exerting itself in another direction 
—in the stimulus it gives to efforts to anticipate the graver 
terminations of morbid conditions. The older surgeons would 
quote a proverb and decline to meet evil half way, and would wait 
until disaster had come before they endeavoured to combat it. 
Such an idea is wholly foreign to surgical feeling to-day; we 
remove an extra-uterine gestation as soon as it is clearly diagnosed, 
lest it should rupture and cause a fatal hemorrhage. If we can 
help it, we do not wait till our patients are moribund. We excise 
a diseased vermiform appendix lest it should cause a suppurative 
local peritonitis or a fatal general peritonitis. 

In thus dealing with diseased conditions, not because of what 
they are in themselves, but to anticipate more grave accidental 
sequels to them that may arise, we give expression to a new 
surgical thought, and the practice therefore is to be placed on a 
different plane in our estimation from any mere improvement in 
surgical therapeutics along an old line. 

5. The last indication of the recent evolution of surgery that 1 
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will mention is seen in the introduction of what I will call physio- 
logical operations into surgery. | 

By a ‘“‘physiological operation”’ I mean an operation performed 
on a part not itself the seat of disease or known to be the cause 
of existing disease, but by influencing which we can affect bene- 
ficially a gross morbid change in another part. Itis a kind of 
substitutionary surgery. 

There are two very closely allied instances of this class of 
surgical operation—the removal of the healthy ovaries in the 
treatment of uterine fibroma and of the healthy testicles in cases 
of advanced prostatic fibroma. 

I am not now concerned with the results of these operations 
or with an exact appreciation of their true value; I only want 
to point out that operations of this kind stand in a category by 
themselves, that they are the expression of a new thought, and 
their introduction marks a new epoch in surgery. 

This appeal of surgeons to some of the highest and most 
recondite of the laws of physiology in the pursuit of their art 
is a striking evidence of the new spirit by which they are 
influenced. 

I venture to hope that I have made good my point that within 
the memory of all surgeons of middle age their art has been 
enriched by the introduction of new ideas, new aims, and a new 
spirit, and to such an extent has the whole thought of surgery 
been revolutionised that to-day the art is entitled to a totally 
different position in our regard from that held by it even 
30 years ago. 

Neither the time allotted to me nor a proper sense of the 
demand I have already made upon your indulgence will allow 
of my entering at all fully upon a consideration of the causes that 
have led to this happy result. The gain has come to us by no 
lucky accident; the new light has burst upon us by no sudden 
inspiration; but the truth has been unfolded as we have trodden 
the golden pathway of knowledge. 

To some extent the advance, even in thought, has been gained 
by improvement of method, as by the introduction of anssthesia, 
and of better modes of hemostasis, and of new mechanical 
appliances. But in the main it has been as we have increased in 
knowledge of anatomy, of physiology, and particularly of patho- 
logy, that the change in surgical thought and purpose has been 
effected. 
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Good surgery is the outcome of a sound knowledge of these 
three sciences. As the strength of a chain is that of its weakest 
link, so the most minute knowledge of anatomy, combined even 
with a tolerably good appreciation of physiology, failed to evolve 
good surgery until a knowledge of the causes of disease supplied 
the lacking constituent. 

Anatomy aids in diagnosis and guides the surgeon as to what 
he is to remove and how best to do it, but its only therapeutic 
indication is excise. 

Physiology affords indispensable aid in diagnosis, points with 
unerring finger to the fell results of injury and disease, but bids 
the surgeon hold in high regard every part and power of the 
living organism, and calls on him in no uncertain voice to save 
and to preserve. 

Out of this discord pathology brings harmony by telling how 
disease arises, and by uttering its note—arrest, prevent. 

These words may mark for us the great stages through which 
our art has passed. Concerning itself at first with excisions, 
amputations, and such coarse modes, it rose to higher things by 
seeing that a nobler function was preservation, not destruction. 
From that of late it has advanced still further, as it has owned its 
chief ambition to lie in anticipating and preventing pain, disease, 
and death. 

While in nature evolution is seen to be the outcome of the silent 
working of unintelligent forces, and many refuse to accord any 
part to the influence of a presiding mind, in the evolution of an 
art all admit the predominant influence of mind and of individual 
genius. Were I to close this poor attempt to indicate the main 
course of the recent evolution of surgery and the chief forces 
that have led to it without ary reference to that master mind 
to which we owe the greatest impulse that surgery has ever 
felt, I should be doing violence to my own feelings and to yours 
also. 

Although science knows nothing of nationality, and we here 
to-night rejoice in additions to our knowledge and to our powers 
of combating disease and death, whether they have come to us 
from a French Pasteur, from a Teuton Koch, from our Western 
cousins on the other side of the broad Atlantic, or from a son of 
that Hastern Empire now just rising above the horizon, we 
cannot help feeling a special pride in the fact that the name 
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that shines with an unrivalled splendour on the page of surgical 
history is that of the Englishman, Joseph Lister. | 

This Society is rich in traditions; the picture which hangs on 
our wails is a precious treasure, not alone as a work of art and 
the work of a great artist, but as reminding us of the very 
personalities of the men that were its founders and the leaders 
in our profession a century ago. Anticipating the future, we may 
be sure that it will for ever remain one of the proudest traditions 
of this Society that it was here, to us, that Joseph Lister made 
more frequent and more important communications than to any 
other kindred society in London. 

This country has been the birth-place of many of the worthiest 
of men in every department of life, and in the profession of 
medicine, to which all civilised lands have contributed so richly, 
we take a foremost place. 

Nature is not lavish of her choicest gifts; they often come to 
us at what we call long intervals, as if to enable us to judge 
cf them with a true perspective. In the seventeenth century she 
gave us the immortal William Harvey to lay the foundation of 
our physiological knowledge; in the eighteenth century she gave 
us John Hunter, the great biologist and accomplished anatomist, 
the founder of scientific surgery; and in the nineteenth century 
she enriched the race with Joseph Lister, a man worthy to rank 
with Harvey and Hunter, not only for his genius, his powers of 
observation and reflection, his patience in research, and his 
scientific method, but even more for the magnitude and the bene- 
ficence of the results that have followed from his efforts. 

It is a great thing to have and to hold in reverence our mighty 
dead ; it is a better and a greater thing still to have and to honour 
the mighty living. 

Long may this ancient Society flourish! Long may she retain 
in her fellowship this greatest of her sons! May she ever take 
a leading part in the working out of those great ideas which can 
alone ennoble our art! And may she never lack worthy followers 
of him who has taken the foremost place in the Recent Evolution 
of Surgery ! 
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CLINICAL EVENINGS. 


November 12th, 1894. 


OPENING THE CACUM FOR INTESTINAL OBSTRUC- 
TION CAUSED BY CANCER. 


By D. H. Goopsatt, F.R.C.S. 


Mr. Goopsatt showed a man, aged 62, who was admitted into 
the Metropolitan Hospital on September 18th, 1894, with intes- - 
tinal obstruction caused by cancer of the rectum. On the 
following day he had performed left inguinal colotomy but failed 
to bring the colon outside the abdomen, it being distended with a 
putty-like mass of feeces. He therefore passed two sutures under 
the longitudinal muscular band, and fastened one at each angle 
of the wound. On the second day after the operation he found 
the two sutures had torn through the band, and that several 
appendices had slipped out into the wound. There was no sign 
of any bulging of the bowel from flatus. He waited another three 
days and then removed the appendices, and found the colon in the 
old position. After another 24 hours’ delay in the hope of 
some bulging taking place, the patient began to feel sick, was 
quite unable to take any food, and complained also of a good 
deal of abdominal pain. He then decided to open the cecum, 
thinking that if he attempted left lumbar colotomy he would find 
that portion of the intestine distended in the same way as the 
sigmoid flexure, with consequent difficulty in bringing it out. He 
therefore opened the colon in the right iliac region ; having sutured 
the parietal peritoneum to the skin, he found the cecum and 
ascending colon just as distended as the sigmoid flexure was seven 
days previously. By pressing the feces in both directions, he 
succeeded in getting about 14 inches of the front wall of the cecum 
through the wound, and through this he passed two sutures parallel 
to each other, and in the long axis of the bowel, and about an inch 
apart. One suture was fastened tothe skin about 1 inch from the 
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inner side of the wound, and the other in a similar manner to the 
outer side of the wound. The cecum was then opened by an incision 
about 1 inch in length between and parallel to the two sutures. 
Four Spencer Wells’ clip forceps were then applied, two at each 
angle of the opening into the cecum, to assist in dragging the 
colon outside the wound. The patient was kept on the operation 
table for 48 hours. This was the third time he had opened the 
cecum. In the first case he fastened the caecum into the wound, 
and waited 42 hours before opening it, but he got no adhesions 
between the opening in the cecum and the parietal peritoneum. 
In his second case therefore he decided to open at once, and to 
keep the patient on the operation table for 48 hours so as to run 
the minimum of risk of leakage. The first patient died within 
43 hours, but the second lived for two years and three months. 
The present case had been operated upon just seven weeks since. 
If care were taken to keep the patient at rest after the operation, 
opening the cecum appeared to be quite as safe as opening the 
colon in the left iliac region. It is a very easy operation, and 
another advantage was that one did not get any prolapse as on 
the left side. So far as the second case went, it was evident that 
a patient could live very well without a colon, as this one put 
on 12 lbs. in weight after the operation, and for 18 months 
followed his usual occupation. 


Mr. Harrison Cripps said he had opened the cecum some half-dozen 
times, thinking the obstruction was low down, whereas it was high up, 
so they had to sew up the wound and make an opening on the opposite 
side. He thought, however, there were great objections to opening the 
cecum unless the circumstances absolutely rendered this course indis- 
pensable. When the obstruction was due to cancer of the rectum he 
thought that inguinal colotomy was the best operation. In two or three 
of the cases in which he had done this the greatest trouble was after- 
wards ; the feeces being liquid there was great difficulty.in keeping the 
patient clean. The operation was not therefore in any sense a rival to 
the inguinal operation in the treatment of cancer of the rectum. He 
asked why the author, when he found it impossible to draw the cecum 
up to the skin, did not attach it to the parietal peritoneum. Mcre than 
once, when this had happened to himself, he had adopted this method in 
preference to attempting to draw it out. In that way extravasation was 
effectually prevented. 

Mr. Kreriey said that in a case of cecal colotomy in which it was 
important to evacuate the contents rapidly, it occurred to him that the 
vermiform appendix might in some subjects be made use of to act asa 
kind of spout. It could be drawn out and the end cut off, and after 
dilatation this might be sufficient to give immediate relief to intestinal 
distension with gas or feeces. 
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Mr. H. AutineHam said that he had opened the cecum 11 times, but 
only when the malignant disease was so far down that it was impossible 
to open the colon in any other part. He agreed that the discharge of 
liquid feeces constituted a great objection to opening the czecum, but he 
did not agree with what had been said as to the right course to pursue 
when one cut down on the sigmoid flexure and found it collapsed. What 
he did himself was to enlarge the left inguinal opening and introduce the 
hand into the abdomen, and commencing at the ceecum to trace the colon 
upwards to find out where the stricture was, and that having been done 
one was in a better position to decide what would be the best course to 
pursue. The nearer the cecum one got the more liquid were the motions, 
and for that reason it might in certain cases be preferable to operate on 
the transverse colon. In cases in which the sigmoid flexure was very 
greatly distended he took no trouble to pass sutures into the cecum, but 
fixed up the intestine by some of the appendices and inserted a guide 
stitch into the gut. This enabled the operator to find the gut without 
any danger of missing it and so cutting into the peritoneum. If it 
were necessary to open the cecum he thought it would be easier to cut 
down upon it and bring it up to the belly wound, and make a small 
incision, inserting a Paul’s tube through which feces could be conducted 
to a receptacle under the bed. 

Mr. GoopsaL., in reply, said his patient was so fat and the bowel so 
distended that the only part he cared to touch was the longitudinal band. 
When he opened the cecum the whole of the iarge intestine was filled 
with this putty-like feeces, in fact the whole bowel was tense like a large 
German sausage. The patient came in with a history of not having 
properly emptied the bowel for nearly four weeks. It was therefore 
impossible without considerable risk of extravasation to stitch the 
peritoneum to the bowel except in the region of the longitudinal band. 


CASH OF LATE INHERITED SYPHILIS. 
By F. pe Havitranp Hai, M.D., F.R.C.P. 


Cuarues B., aged 16, applied at the Throat Department at the 
Westminster Hospital on January 14th, 1891. The patient stated 
that up to the eighth year there was nothing unusual in the shape 
of his nose. About this time an unpleasant smell proceeding from 
the nose was detected. For two years and a half he attended at 
the Throat Hospital, Golden Square, he was an in-patient for a 
fortnight, and the interior of the nose was scraped. 

When he came under my care in January, 1891, there was a 
foetid discharge from the nose—the septum was completely 
destroyed, and the bridge of the nose had given way. Under 
treatment he much improved, and discontinued attendance in 
April, as he was going to a training ship. 

T lost sight of him until October llth of this year. He then 
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had extensive destruction of soft palate, ulceration of the pharynx, 
and thickening of epiglottis. He is taking 10 grains of iodide 
of potassium every six hours, and the throat is frequently sprayed 
out with a solution of boric acid and borax. When he first 
attended there was a momentary doubt in the diagnosis, as 
excluding the condition of the nose there were no other signs of 
inherited syphilis, 7.e., the cornese were clear, the teeth were not 
notched, and there was no history of snuffles or rash. Moreover 
he had two older sisters and one younger alive and well. One 
sister had died at the age of seven months from convulsions. At 
the time, however, of the boy’s first attendance at the hospital, 
his mother was an out-patient under my care, with well-marked 
tertiary syphilic ulceration of the throat. 

Late inherited syphilitic lesions of the naso-pbarynx are not 
very common, and they are often the first and only evidence of 
the diathesis. In the past the true nature of this condition was 
overlooked, and many of the cases have been attributed to 
struma. J have myself seen cases in which this mistake had 
been made. 

Dr. Colcott Fox showed an example in a girl of 14 at this 
Society in 1890. 

Some of these cases occur after the period of puberty, and then 
of course there is the risk of regarding them as being examples of 
early tertiary syphilis. 

Mr. SpencEeR Watson pointed out that the manifestations of inherited 
syphilis were met with at.a much later period than in this case. He 
himself had seen many instances of interstitial keratitis, with other 
remarkable appearances which were recognised as those of inherited 
syphilis, as late as 20 and even 30 years of age. Only a short time ago 
he had brought before the Ophthalmological Society the case of a man, 
31 years of age, with interstitial keratitis. Although there were no marks 
on the teeth indicative of an hereditary taint, nor was the history very 
strongly in favour of the keratitis being due to inherited syphilis, the 
course of the disease in the cornea was very characteristic, and he himself 
had no doubt that it was a late manifestation. It was interesting to note 
that, in this particular instance, there were considerable irritation and 
vascularity of the pharynx and nasal mucous membrane. That the 
condition of the cornea and the nasal and pharyngeal troubles progressed 
part passu, and were relieved by the same treatment, was in itself very 
significant. For a long time the case went on without any improvement 
under moderate doses of mercury, and it was only when considerably 
larger doses were given and the gums became affected that the conditions 
began to improve, and then they did so rapidly. He asked the author 


whether he had noticed as a manifestation of inherited syphilis, chronic 
pharyngitis and thickening of the mucous membrane of the nose. In this 


304 CASE OF ANASTOMOSIS OF THE SMALL INTESTINE. 


case the iris was affected, and very likely the choroid also, sight having 
been almost destroyed in one eye. 

Mr. Asttey Broxam asked whether the treatment of the patient 
eight years ago was confined to iodide of potassium or whether he was 
put under a course of mercury. He said that, in his experience of these 
cases, the disease seemed to be arrested and stopped for a time by the 
- administration of iodide of potassium, but that patients treated in this. 
way invariably relapsed after a time. There was no safety except in a 
regular systematic course of mercury. He remarked that the patient 
had returned with a damaged palate, which was not present when first 
seen. 

Dr. Hau, in reply, said he had not recognised any form of chronic 
pharyngitis peculiar to inherited syphilis, apart from ulcerative syphilis. 
It was only five years since that he saw the boy. He had been given 
iodide of potassium only, under which he improved very rapidly. That 
fact confirmed what Mr. Bloxam had said on this point, and it was a 
thing he should bear in mind in future. He was unable to give any 
further information as to the date when the mother contracted syphilis. 
He admitted the existence of the gothic-arched palate, but added that 
this detail was unnecessary, so far'as diagnosis was concerned, for his. 
hesitation in this matter had been of very short duration. 


A SUCCESSFUL CASE OF ANASTOMOSIS OF THE 
SMALL INTESTINE. 


By W. Harrison Cripps, F.R.C.S. 


THE patient, a woman aged 31 years, was admitted into 
St. Bartholomew’s Hospital in February last with abdominal 
tumour. <A large fibroid was removed from beneath the broad 
ligament, and the patient did well until the 18th day; then she 
developed signs of intestinal obstruction. For this, Mr. Bruce 
Clarke did abdominal section, and opened the small intestine, 
which was adherent to the under surface of the abdominal scar. 
This was left open as an artificial anus. Later, two attempts 
under an anesthetic having failed to close this, an elliptical 
incision was made into the abdominal wall, including the portion 
of skin in which was situated the artificial anus. The original 
seat of obstruction in the intestine was found 9 inches lower 
down, and due to adhesion of the gut to the scar in the broad 
ligament. In detaching this the gut was almost torn through, 
and so he excised this portion of the gut together with the 
artificial anus, removing altogether eleven inches and a half of 
intestine. The part removed was high up in the jejunum. 
Intestinal anastomosis was then performed by Maunsell’s method, 
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additional Lembert’s sutures being passed for safety. The patient 
recovered, and was continuing her work as a domestic servant. 
It was best in these cases to make an artificial anus first, and then 
perform anastomosis later. He preferred to use a simple suture 
rather than resort to bone-plates or bobbins. 


Mr. Astiey Bioxam asked why the author had not employed horsehair 
in preference to silk—the latter being so much more difficult to 
manipulate. 

Mr. H. AtirncuHam agreed as to the preference to be given to secondary 
as compared with primary anastomosis. He himself had had seven cases 
of the kind. In four of them the operation was secondary, that is to say, 
the patients were first colotomised, and in the others the resection was 
done for primary distension. All the three patients in whom the resection 
was primary, died ; whereas the others in whom resection of the stricture 
was secondary to colotomy, all recovered. These figures bore out the 
remarks made by the author on this point. With regard to the method 
employed in most of the cases, he had used Mayo Robson’s bobbin, 
though in one case he had employed Maunsell’s plan. In that case a 
stitch gave way and the patient died. In the cases in which he had used 
the bobbin the patient had recovered. He pointed out that the bobbin 
acted as a sort of splint to the intestine, and prevented dilatation or 
constriction of the gut at the seat of suture, and if that could be 
prevented for 24 hours or even longer it was really a very important 
advantage. The passage of flatus along the intestine would be very 
likely to distend the intestine at the point of juncture, and by putting 
the stitches on the stretch might favour leakage. He observed that 
having once narrowly escaped cutting into the intestine when cutting 
through an old scar, he now always made a practice of keeping well to 
one side of the scar in order to avoid any adherent intestine. 

Mr. Keettey said he had had a successful case in which he had performed 
Maunsell’s operation, the patient being a girl in whom he had to excise 
a portion of intestine in the neighbourhood of the ileocecal valve, for a 
tumour in its walls. Though very ill and emaciated at the time of 
operation, she made a good recovery; and he found the operation an 
easy one. Not being perfectly familiar with the details of the operation 
as laid down by Mr. Maunsell, he had put stitches in the serous 
membrane over the junction, but he had come to the conclusion that this 
was not necessary. With regard to the question of time, when one had 
a choice as to. this, he observed how extraordinarily patients who were 
reduced by an emaciating illness that interfered with nutrition, supported 
operations on the intestine--even such operations as enterectomy. By 
emaciating diseases he meant chronic inflammatory diseases, and he 
excluded cancer cases, for elderly patients with the cachexia of advanced 
cancer often succumbed merely to colotomy. As to which was the best 
mode of effecting intestinal anastomosis, he said that he did not see how 
anybody could have a very strong opinion one way or the other ; for no 
one could have had sufficient personal experience to settle the question. 

Mr. Cripps, in reply, said he had always used silk, simply because he 
had always been accustomed to use silk, and most surgeons preferred to 
use things to which they were most accustomed. 
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CASE OF DISLOCATION OF THE HUMERUS WITH 
FRACTURE AT THE SURGICAL NECK. 


By H. Hi. Crurron, FRCS, 


THE patient, a boy aged 13 years, was admitted to St. Thomas’s 
Hospital on March 19th, 1894, the wheel of a van having passed 
over his left shoulder and the left side of his chest. There were 
severe shock from injury of the left lung; marked depression of 
the side of the chest, with fracture of many ribs; and wide- 
spreading surgical emphysema. He remained in a precarious 
condition for some days, and then slowly improved. Eleven days 
after the accident he had sufficiently recovered for an anesthetic 
to be administered, and when this was done, diagnosis of disloca- 
tion of the shoulder with fracture of the surgical neck of the 
humerus was confirmed. The head of the humerus lay imme- 
diately beneath the clavicle, firmly fixed between it and the 
outer side of the coracoid process; the upper end of the shaft 
lay to the outer side of the head of the humerus, the shortening 
being marked. A very little manipulation showed that the head 
of the humerus could not be moved from its new position without 
incision. A cut was therefore made from the clavicle down to tke 
seat of fracture, which was found to be oblique and above the 
insertion of the pectoralis major. The capsule of the joint was 
opened, and traction failing to pull down the head of the bone, 
the capsular wound was enlarged upwards and inwards, and in 
doing so the tendon of the biceps was divided. The head of the 
bone was then returned to the glenoid cavity by direct pressure 
and traction. A drill was passed vertically through the head of 
the humerus from the articular surface down the centre of the 
bone into the lower fragment, an ivory peg driven into the hole 
thus made firmly fixing the two fragments together; by this 
means bandaging and splints were avoided. The divided biceps 
tendon was sutured with fine silk, and the capsule closed with 
catgut. The union of the bone felt quite firm on April 25th. 
McBurney’s traction hook would have been successful in bringing 
the head of the humerus down, but his paper had not then 
reached England.* At the present time all the movements of 


* ‘Annals of Surgery,’ 1894, vol. i, p. 409. 
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the shoulder joint are perfectly performed, although passive 
movement has not been practised during healing. There is now 
a keloid condition of the scar, though the wound healed quickly 
without suppuration. 


CASE OF POPLITEAL ANEURYSM. 
By J. AstLey Buioxam, F.R.C.S. 


THE patient, a man aged 50 years, was admitted into Charing 
Cross Hospital in October, 1890, with popliteal aneurysm. Com- 
pression and other means of treatment having failed, the femoral 
artery was ligatured in Scarpa’s triangle, and the patient left the 
hospital later with the aneurysm solid and munch smaller. In 
1893 he was again admitted for coldness and numbness of the 
right foot, which was worse when lying down. The solidified 
aneurysm was dissected out and the wound rapidly healed, the 
man being cured of bis pain and numbness. 

Dr. C. J. Arkle reports as follows on the specimen of clot after 
removal :— 


The clot is as large as a good-sized pear ; it is not very adherent 
to the walls of the sac. It is quite firm and rather elastic. At 
the upper part is a crescentic layer almost an inch thick, which is 
more homogeneous than the rest. All the clot in the recent state 
was of a reddish colour, but there were some pale areas which are 
now more completely decolorised in the lower part. 

The clot is in many places “ tunnelled”’ by wide spaces. 

Microscopically.—The clot shows little or no tendency towards 
organisation. 

Its consists almost entirely of fibrin forming coarse meshes and 
alveoli, a few still containing blood corpuscles. 

Near the periphery the clot is paler and of a more yellow colour, 
but nowhere can any new blood-vessels or cell elements of any 
kind be made out. 
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SPECIMENS OF RENAL CALCULI REMOVED BY 
NEPHRO-LITHOTOMY. 


By J. Asriey Buoxam, F.R.C.S. 


Mr. AstuEY Bioxam showed some enormous renal calculi which 
he had removed from a woman aged 38 years, who died from 
shock, six hours after the operation. The calculi shown weighed 
344 grammes, and were composed of ammonio-magnesian 
phosphate. Some of them were large and moulded to the shape 
of dilated calices, some flattened and ‘“ faceted” by pressure, and 
others were quite small. 


AN UNUSUAL CASE OF VILLOUS TUMOUR OF THE 
BLADDER. 


By HE. Hurry Fenwick, F.R.C.S. 


Mr. Hurry Fenwick showed a patient from the neck of whose 
bladder he had removed a villous growth. He divided these 
tumours into two classes, viz., the commoner (92 per cent.), in 
which the patients complain of symptomless intermittent hema- 
turia; and the rarer variety (8 per cent.), of which the patient 
was an example, in which irritability of the bladder and obstruc- 
tion to the stream form the first symptoms noticed. In the latter 
class the irritability is due to the growth falling on to the outlet 
of the bladder or growing around it, thus obstructing the stream. 
In sessile growths on the posterior wall the removal is less easy 
than the long pedicled tumours, but the danger is not so great. 
Where the tumour is pedicled and falls on the urethral orifice, the 
removal is easy, but the surgeon has to reckon with those 
backward pressure changes which obstruction induces in the 
kidneys. He himself made it a rule absolute, never to cystoscope 
a patient with typical symptoms of a villous growth, unless he 
was permitted and prepared to remove it then and there, if it 
proved to be benign. 


CASE OF A CRETIN UNDER THYROID TREATMENT. 
By ArcuipaLp EH. Garrop, M.D., F.R.C.P. 


Dr. Garrod showed a girl now 9 years of age, a cretin, who 
had been placed upon thyroid treatment by the late Dr. Hadden. 
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She came of a bleeder family and was a typical cretin, though not 
of a very extreme type. On February 20th, 1893, she was put on 
half grain doses of powdered thyroid tabelle. In April the dose 
was increased to 1 grain twice a day, and later to 3 grains once 
a day. She was kept at this dose for a year, and in May, 1894, 
the dose was reduced to 2 grains once a day. The child was at 
present hardly recognisable as a cretin. She was in the first 
standard at school, could recite poetry, &c. She had grown 
© inches in the 21 months since the treatment was instituted, 
but the increase in weight had not been proportionally great. 
There had at no time been any untoward symptoms during the 
whole course of the treatment. This was a case in which the 
treatment had been attended with considerable benefit. He had 
arranged for two other such patients to be present, but, owing to the 
bad weather, they had not put in an appearance. One of these 
was a boy, also aged 9 years, in whom treatment had not proved 
nearly so pronounced a success. That was a much more extreme 
case. The cases were interesting, as showing that in cretinism 
much less satisfactory results were to be obtained from the 
thyroid treatment than in myxcedema, since one can only bring 
the children up to a certain point, and then they have to start 
at the level of much younger children, their education and 
development being so much in arrear. The third case was that 
of a child 2 years old, and at that early age the chances of success 
were much greater. 


A CASE OF MYCOSIS FUNGOIDES. 
By Morcan Dockrett, M.D. 


Ir will be within the memory of some that this man was 
exhibited at a meeting of this Society last session, when the 
details of his history, and his appearance on admission to 
St. John’s Hospital, were carefully gone into, and are reported in 
the Transactions of the Society. At that time he was under the 
care of Mr. Hitchins, who transferred him over to me on 
March 10th, 1893, with the following note: ‘‘ This case has been 
under my care for three months without making any improve- 
ment.’ It is needless to add that all the generally recognised 
treatments had been employed. 
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His cutaneous condition on March 10th was briefly a universal 
itching dermatitis, with a number of well-marked red scaling 
patches, notably one over the left eye, where the outer half of the 
hair of the eyebrow has been rubbed off. Papules were scattered 
over different parts of the body, appearing and remaining for a 
time, ultimately disappearing. Between the lower ribs and the 
crest of the ilium there was a raw fungating mass with large, 
coarse, flabby granulations, bleeding easily, of four years’ duration, 
projecting out from the surrounding ulceration, which presented 
a well-marked elevated margin. 

On the side of the right arm, below the elbow, was a circular 
ulcer of six years’ duration. 

On the outer side of the right leg there was a crescent-shaped 
ulcer. 

My object in bringing him here so soon is to show the very 
marked improvement which has taken place from the use of 
‘“ resorein.”’ 

March 10th.—Resorcin 10 per cent. with vaseline was applied to 
side and leg, and ichthyol, 30 per cent., to arm and over left leg. 

A week later resorcin was increased to 30 per cent. 

March 30th.—All ulcerations were dressed with resorcin, 30 per 
cent., and internally resorcin, 3 grains, was given daily. After 
the administration of resorcin internally for a week, the itching, 
which had been intolerable, became better. 

April 20th.—Nine grains of resorcin were given daily, since 
when there has been no itching. 

June 8th.—Resorcin internally was further increased to 
12 grains daily ; local treatment still the same. Leg well for a 
week. 

July 18th.—Resorcin internally was stopped, owing to diarrhea 
having set in ; pure resorcin, however, was applied to the wounds. 
Arm completely cicatrised over. 

August 10th.—Resorcin was again given internally, and has 
been continued up to the present, and the ointment of 30 per cent. 
has again been resorted to. 


So far as this single case guides one, it indicates that resorcin is 
a remedy which exercises a very beneficial effect on this disease. 
In conclusion I would point out :— 


1. The great improvement which has taken place in the general 
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health, and which did not take place during the preceding three 
months whilst under the same dietetic treatment, but without 
resorcin. 

2. The immediate amelioration of itching after its internal 
administration. 

3. The healing of the two ulcers on the limbs. 

4, The remarkable subsidence of the fungating mass, and the 
healing of the ulceration round it. 

©. The fact that no new papules have appeared. 

6. That there are patches of healthy skin appearing in the 
reddened patches. 


A CASE OF ADENOMA SEBACEUM. | 
By Morean Docxrett, M.D. 


THE present case seems to me to be one of sufficient interest to 
submit to the opinion of this Society. To begin with, according 
to Pollitzer, the number of cases reported so far hardly reach 20, 
and therefore there is a certain necessity that each case as it 
comes under notice should be reported. Then there seem to be 
very different varieties of the same type, and telangiectasis, which 
is SC prominent a sign in this case and in Vidal’s, is apparently 
wanting in the case reported by Pollitzer (and which is, singularly 
enough, the first case reported in America). The distribution is 
generally symmetrical, as in this case. In Jamieson’s case, 
Pollitzer’s, and one of Crocker’s the lesions were unilateral. 
Further, whereas the greater number of cases have been either 
congenital, or have occurred in infancy, this case did not 
commence till after 4 years of age, Caspary’s till after 17, 
Jamieson’s at puberty, and Pollitzer’s at 39. And lastly, some 
of the cases have shown deficient intelligence, with a tendency to 
epilepsy, which is clearly present here, the noteworthy point 
being that the fits preceded the eruption by four years. 


A. J. K., aged 9 years. 

Family Historya—Father and mother have always enjoyed good 
health. Is the eldest living of a family of eight, four of whom 
have died: one with bronchitis, another with croup, a third with 
measles, and a fourth from injuries received at time of birth. 
The three other children are healthy. 
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Previous History.x—Since seven weeks old has suffered from fits, 
always having one a day, except when taking large doses of 
bromide of potassium. 

Up to 4 years of age there was no sign of any eruption. When 
about 435 years old, a number of small, red swellings appeared on 
the face, and later on developed in the body. 


Present Condition— 

Face——A. number of well-marked ‘‘ vascular”? tumours most 
abundant in the centre of the face, but scattered all over it, 
better marked on the left cheek than on the right. There is 
superficial scarring on both cheeks, better marked on the left, 
with minute freckle-hke pigmentations scattered on both cheeks, 
and extending beyond the telangiectasis. 

Right Upper Hyelid—Inner Side.—A small white nodule. Outer 
Side.—A red papule. 

Right Lower Hyelid.—On outer side, another papule is present. 

Midway between ext. canthus of right eye and anterior margin 
of helix, an irregular small, elevated patch, and also an irregular 
white streak beneath it. 

Right Ear.—On the upper margin of the helix there is a small, 
slightly raised soft plaque. 

Left Side—Hyebrow.—On the outer margin, an irregular, shghtly 
elevated patch of erythema, fading on pressure, leaving pigmenta- 
tion when the blood is pressed out. 

Left Upper Hyelid—Two soft, irregular, slightly elevated 
plaques. 

Left Har.—Behind and below left ear an erythematous patch. 

Angle of Jaw.—A papule. 

Right side of Neck.—Some glandular enlargement. 

Trunk—Front and Sides.—A number of papules and nodules, 
white in colour, firm to the touch, and in addition numerous small 
telangiectases and punctate freckles. Also here and there may 
be seen some minute dark moles, which were not congenital. 
No scars are present. 

On the left groin and lower part of abdomen and upper part of 
hip, an irregular elevated patch of a faint reddish hue, fading on 
pressure with an enlargement of capillaries. There is also a 
large nodule the size of a pea, situated midway between the 
superior angle of ilinm and the pubes. 
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Back.—Over the last dorsal and first lumbar, and slightly to the 
left of the spinal column, there is a faintly red patch, irregular on 
surface, and not indurated. 

On the left side there are two small plaques. 

fight Buttock may be seen a pale-red patch, together with a 
number of moles, nodules, and telangiectases. 

Subjective Sensations.—None. 


REMOVAL OF EXTENSIVE FACIAL HPITHELIOMA. 
By Herpert Snow, M.D. 


Dr. Hersert Snow exhibited a labourer, aged 56, who came 
under treatment in May last, with a huge fetid fungous mass, of 
two to three years’ duration, occupying the whole left face, from the 
middle line of the nose to beyond the ear, from the inner end of 
the eyebrow to the angle of the jaw. The right cheek was occupied 
by an old syphilitic cicatrix, with two rupial patches. The tumour 
(microscopically proved to be epithelioma) had been excised with 
the thermocautery; a small healing sore on the left temple now 
only remained. There was no lymph-gland disease. The case 
illustrated the clinical point, first brought out by Sir James Paget, 
that malignant growths developing on a free surface, without 
hindrance from over-lying tissue, were peculiarly tardy in 
infecting the glands; and, secondly, the maxim that palliative 
operations involving the division of cancerous parenchyma should 
be conducted with the cautery, and not the knife. Cutting or 
scraping cancer-tissue only makes the remainder proliferate more 
actively; whereas burning this remarkably checks the cell- 
development, and promotes cicatrisation. 


A CASE OF POLYPI AND HYPERTROPHY OF THE 
TURBINALS. 


By W. Spencer Warson, F.R.C.S. 


A GENTLEMAN of about 63 years of age, after several operations 
for the removal of gelatinous polypi extending over a period of 
13 years at varying intervals, was found to have enormous hyper- 
trophic enlargement of the posterior extremities of the turbinals 
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(inferior). These were removed, and the middle turbinal of the 
left side also. In the case of the left inferior turbinal, the whole 
length of the membrane up to the anterior extremity was severed 
by the ring-knife. On the right side, the posterior two-thirds 
only. Both hinder extremities were seen to have the nevoid 
enlargement characteristic of the hypertrophy in this region, and 
the lower sides of each extremity had also pendulous small polypi 
of the gelatinous kind. On the left side more than a dozen of 
these pendulous bodies, which had been felt before the operation to 
be lying free in the naso-pharyngeal cavity, occupied the lower half 
of the end of the turbinal. Mr. Watson expressed his opinion 
that it was better in these cases to take away a considerable 
length of the turbinal in order to give free breath-space in the 
nasal fosss. He pointed out that the flattened middle turbinal 
was studded with polypi on both its surfaces, and that unless the 
bone had been removed it would have been difficult or impossible 
to reach some of the polypi lying between the turbinal and the 
outer wall of the nasal cavity. Much benefit resulted from the 
treatment, and the relief was experienced very rapidly and with a 
minimum of pain, and scarcely any bleeding. <A severe cough 
that had been troublesome for several years entirely ceased. The 
specimens were exhibited with drawings. 


February 11th, 1895. 


MALFORMATION OF SKULL UNASSOCIATED WITH 
CEREBRAL SYMPTOMS. 


By Leonarp G. Goturiz, M.D. 


Dr. GurHrie showed a boy, aged 4, who presented in a striking 
degree the peculiar malformation of the skull known as scapho- 
cephalus. The child was first seen when 10 months old. He was 
the youngest of seven children, none of the others being similarly 
affected. On the first occasion all trace of the fontanelle had 
disappeared. There was no sign of rickets. At 6 months old 
the infant had four teeth. The intelligence was decidedly above 
the average and he had learned to talk quite early. He pointed 
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out that the salient features of this skull formation were (1) its 
length, (2) its diminished breadth, (3) the presence of a well-marked 
sagittal ridge, (4) the absence of parietal eminences, and (5) the 
protuberance of the frontal and occipital regions. The greatest 
circumference round the top of the skull was 21 inches (184 inches 
at 10 months), the length being 8 inches (7 inches at 10 months). 
The width was 42 inches (44 inches at 10 months), and the 
bi-mastoid and bi-frontal were each 5 inches. A perpendicular 
line drawn down the side of the skull from the centre of the 
coronal suture passed 1 inch in front of the auditory meatus. He 
doubted if the condition could be properly described as pathological. 
It might be simply a freak of nature or a reversion to some 
aboriginal type. It might also be due to intra-uterine inflamma- 
tion. He referred to the literature of the subject and particularly 
to a paper by Sir William Turner in the ‘ Edinburgh Medical 
Journal’ for 1865, who had pointed out that the formation is one 
which may present itself in every race and clime, that it has been 
observed in the skulls of ancient Hgyptians, and that it can be 
observed in Scotchmen of the present day. 


The PrestpEnt asked whether the author was enabled to say anything 
as to the usual condition of the intelligence in persons presenting this 
peculiar formation. He had seen a man of the highest intelligence who 
presented this formation in a marked degree. 

Dr. Guturtis, in reply, said this was the only case that had come under 
his observation. He added that it did not seem to matter much, pro- 
vided the brain was enabled to develop, whether the growth took place 
antero-posteriorly or in the usual way. 


COCCYGEAL EXCISION OF THE RECTUM AFTER A 
PRELIMINARY COLOTOMY FOUR YEARS AGO. 


By F. Swinrorp Epwarps, F.R.C.S. 


J. H., a man, aged 61, came to St. Mark’s Hospital, on 
February 14th, 1891, complaining of frequent action of the bowels, 
much straining and pain on defecation with passage of blood and 
slime. These symptoms had lasted for a year. The entire lumen 
of the rectum was found to be involved by cancer which extended 
up for 4 inches. The finger could not reach healthy mucous 
membrane above the growth. 

On February 24th I performed a left iliac colotomy, and on 
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March 9th, the rectum in the meantime having been daily washed 
out with some antiseptic fluid, a coccygeal extirpation of the rectum 
was performed. The portion of bowel removed measured nearly 
5 inches. On April 15th he left the hospital. Bowels acting well 
through the artificial anus; no prolapse; no recurrence; rectal 
wound cicatrising rapidly. His temperature had never risen above 


100". 


Case I].—Sacro-Coccygeal Hacision of the Rectum. 


Mrs. B., aged 50, was admitted under me into the West London 
Hospital on August 29th, 1894, for rectal cancer. The growth, 
which occupied the entire circumference of the bowel, measured 
about 2 inches in length. It extended to within 3 inches of the 
anus below, whilst its upper limit was on a level with the middle 
of the sacrum. It had hard and raised edges and was ulcerated 
on the surface. It did not appear to have formed any extra-rectal 
adhesions. The patient stated that for nine months she had had a 
rectal discharge and for the past four months she had noticed 
blood with some pain at stool. She had sought relief at a hospital 
where she was treated for “piles,” but naturally got no better! 
She is the mother of 12 children and there is no history of cancer 
in her family. On August 3lst, the patient being under ether, 
she was placed on her left side and with the assistance of my 
colleague, Mr. Bidwell, I made an incision reaching from rather 
above the middle of the sacrum to within an inch of the anus in 
the mid-line. The coccyx was then exposed, isolated, and removed. 
As the growth evidently extended to a higher level, the attachments 
of the sacro-sciatic ligaments on the left side were divided and a 
piece of the sacrum was divided by saw and cutting forceps. The 
incision through the sacrum extended from the level of the third 
posterior sacral foramen on the left side obliquely downwards to 
the sacral apex on the right. The posterior aspect of the bowel 
having been cleared it was isolated below, 7.e., about 2 inches 
above the anus, and clamped by rubber tubing and forceps, below 
which the gut was divided. The dissection of the bowel was now 
continued upwards. At the level of the growth anteriorly it was 
found to be impossible to strip off the peritoneum. So this was 
freely opened and a soft flat aseptic sponge threaded with silk was 
inserted to prevent soiling of the cavity. After a little more ~ 
dissection the bowel was quite freed and clamped well above the 
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disease, and the peritoneal wound was closed with a continuous 
silk suture after removal of the sponge. The bowel was cut across 
below the clamps, which were then removed and all bleeding points 
secured. 

As it was found that the ends of the divided rectum could be 
approximated with ease a Murphy’s button was used to produce 
an end to end anastomosis. After a thorough irrigation of the 
wound with sublimate a drainage-tube was inserted and the skin 
sutured with silkworm gut and bicyanide gauze dressings applied. 

The operation lasted over an hour and a half, but no great 
amount of blood had been lost and there was but little shock. The 
resected portion of the rectum was covered on its anterior surface 
with peritoneum equal in size to half-a-crown. This was adherent 
to the new growth and its surface presented a puckered appearance, 
showing that this membrane was becoming involved. 

The following day a little flatus was passed by the anus. 

On September 3rd, in consequence of abdominal distension and 
some pain, a Jacques’ catheter was passed into the upper rectum 
through the anus and button, giving exit to some liquid feces and 
much flatus with considerable relief. 

On the 6th a foeculent discharge was found to be passing through 
the wound, from which a couple of sutures had been removed, 
showing that the button had failed to procure complete union. 

On the 10th, z.e., 10 days after the operation, the button being 
loose, 1t was removed through the wound, through which all the 
motion now passed, excepting only such as lodged in the distal 
portion. 

On October 17th, i.e., six weeks after the operation, as I found 
that although the wound was healing well feces became impacted 
in the anal portion, the patient was placed under ether again and I 
divided the distal portion of the gut, thus prolonging the original 
incision through the anus. Hence all attempt at preserving the 
natural outlet was abandoned. 

The temperature for the first six days averaged 101°2 at night, 
but fell after the administration of a saline purge on the eighth 
day. 

The rectal outlet showed at first a tendency to contract, to 
counteract which a bougie was passed daily for a couple of weeks. 
Since then, as this tendency has ceased, no bougie has been needed. 

The patient, who is here to-night, has put on flesh and can get 
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about well. The bowels act well, and although, of course, she 
cannot have much control, stricture, which so often follows 
perineal excision, is here absent. At present there are no signs of 
recurrence. 

Marcy, of Boston, records a successful case of rectal anastomosis 
with the aid of Murphy’s button, but although my attempt to do 
so proved a failure, the patient has been relieved of her disease, 
which would have been impossible, or if not impossible at all 
events, I think I may say, unjustifiable by the old perineal route. 


Mr. Cuurron said he believed carcinoma high up in the rectum could 
be removed without Kraske’s operation. In three such cases he had 
succeeded in removing the disease without taking away either the scarum 
or the coccyx. Kraske’s operation or a modification of it had been 
attended with a fair amount of success. The method which he himself 
practised was that of making a free incision beside the coccyx from the 
anus, dividing all the tissues, and introducing one hand past the disease 
into the peritoneal cavity. The sigmoid flexure or highest part of rectum 
was then pulled down and clamped on a level with the anus. The whole 
of the diseased rectum from the highest point down to the sphincter ani 
could then be easily cleared out. This new and healthy bowel, which had 
been dragged down, was then sutured to the remains of the anus with its 
sphincter. Of three such cases he had previously done an inguinal 
colotomy in one, in order to divert the feeces and enable him to introduce 
a plug from above, but it was not a necessary part of the operation. He 
did not think Kraske’s operation was essential for a high removal, 
especially in women. It added materially to the shock and it was possible 
to remove high carcinoma witbout it as he had described. In man it 
would materially assist the operation if a modification of Kraske’s 
operation were done. He held that these high operations should be 
attempted, and he congratulated the author on the absence of recurrence 
in the first of his cases. He insisted on the difference observed in the 
tendency to recurrence in these cases. 


CASE OF A CORK IN THE ADULT MALE BLADDER. 
By G. Bucxsron Brownz, M.R.C.S. 


Mr. Bucxston Browne showed the fragments of a cork which 
he had removed from the bladder of a gentleman aged 54, after 
breaking up the cork with a lithotrite. The original cork was 
thinner at one end than at the other, and was introduced thin end 
first by the patient into the external urethral meatus. He did 
this one night at bedtime when staying at a friend’s house, in the 
hope of preventing an involuntary nocturnal passage of water from 
which he sometimes suffered. In the morning the cork had dis- 
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appeared, and, as events subsequently proved, it had passed into 
the bladder. Seven months later the patient consulted Mr. Browne 
on account of considerable vesicle distress. The foreign body was 
detected, and being found to be too large to be withdrawn whole 
through the urethra, it was broken up in the bladder with a 
fenestrated lithotrite. The fragments of cork were not removed 
without difficulty owing to their lightness and noiselessness, but 
eventually the bladder was entirely evacuated, and for eighteen 
months the patient has remained perfectly well. It was pointed 
out that it was physiologically interesting that the urethra should 
be able to swallow so completely a foreign body of a certain shape. 
And surgically it was to be noted that since cork emitted 
pratically no sound on being struck with an instrument, the 
manipulation and removal of sucha body from the bladder, through 
the natural passages, depended upon the sense of touch and upon 
neither sight nor hearing. 


TWO CASES OF RIGHT HEMIPLEGIA WITH EPILEPSY 
TREATED BY TREPHINING. 


By T. Outterson Woon, M.D., M.R.C.P., and E. Correrste, 
F.R.C.S. 


Case I. 


M. P. was admitted under my care into the West End Hospital 
for Diseases of the Nervous System, Welbeck Street, on January 
lst, 1894. She was 3 years of age, paralysed on the right side, 
and unable to use her hand, arm, and leg. 

She was a perfectly healthy child till when a year old she fell 
off a hayrick. A few weeks after she had an apoplectic seizure 
and lost the use of her right arm and leg. In a short time she 
had two epileptic seizures (July, 1892), and again in July, 1893, 
7.e., Six months prior to her admission, she had several more fits. 

On admission, the hand and arm were strongly flexed and rigid, 
the leg was rigid, and the child could only stand or hobble along 
by holding on to something. There was distinct flattening of the 
skull over the left rolandic area corresponding to the right arm 
and leg centres, and from the fact that the epileptic seizures 
always had commenced in the right thumb and fingers, I asked 
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Mr. Cotterell to see the case with the view of operating. This 
was agreed upon, and the result you see is freedom of movement 
in the hitherto rigid limbs, and there has been no return of the fits. 
Mr. Cotterell will describe the operation. 


Case II. 

F.L. This girl, aged 12 years, was admitted under my care 
into the West End Hospital for Nervous Diseases, Welbeck Street, 
in August last. 

She had been paralysed from birth, and the mother stated that 
when the patient was born the labour was severe and prolonged, 
necessitating delivery by instruments. She is one of five children. 
Of the others, three are sound and healthy, and one died in 
infancy, but not of paralysis. 

On admission, there was considerable rigidity of the right 
hand and arm and legs. The hand and arm were strongly flexed, 
and bluish-red in colour. There was some rigidity of the right 
knee, with wasting of the leg and inversion of the foot. The 
pupils were equal, acted to light, and there were no fundus changes. 
The tongue was protruded to the left, and the lower facial muscles 
showed weakness. 

The first epileptic seizure took place in April last, and she con- 
tinued to have seizures off and on at irregular intervals up to the 
time of the operation. 

There was a well-marked awra of a feeling of numbness and 
tickling in the right thumb, which she had time to grasp with 
her other hand and call to the nurse before losing consciousness. 

Having the other case in view, I thought it advisable to call in 
Mr. Cotterell, and we decided upon an operation to explore the 
region corresponding to the right thumb centre. The operation 
took place on September 21st, and Mr. Cotterell will describe it. 

The girl has greatly improved in general health, there has. 
been no return of the fits, the hand and arm are less rigid, and 
she can walk better. 


Mr. Cotterell said that, with regard to the case of M. P., there 
was some flattening on the right side over the rolandic area where 
he trephined. On opening the dura mater he come down upon a 
distinct cyst connected with the arachnoid, which he removed, 
and the patient was now fairly well. It was probably an old 
hemorrhagic cyst. 


THREE CASES. rent 


With regard to the second case, except that the dura mater was 
slightly thickened, all the structures, including the brain, appeared 
to be healthy. 


THREE CASES. 
By Herspert W. Acuincuam, F.R.C.S. 


(1) Cotoromy: Enreropiasty: Resection or ARTIFICIAL ANUS. 


Mr. H. AttincHam showed a patient, aged 47, who, after an 
attack of acute dyspepsia about eight years ago, had been subject 
to occasional attacks of intestinal obstruction. In presence of an 
acute attack of ten days’ standing, he had opened the abdomen in 
the left inguinal region and made an aperture in the large gut. 
As the obstruction was not relieved thereby, he subsequently 
made another opening over the caecum, and as even then he could 
not discover any obstruction in the neighbourhood, he examined 
the small intestine seriatim, and ultimately discovered a stricture 
at a spot corresponding to the junction of the ileum with the 
jejunum. He performed enteroplasty, and, a month later, he 
resected the artificial anus in the left inguinal region, using a 
Mayo Robson’s bobbin. The result had been satisfactory. 


(2) GASTRO-ENTEROSTOMY. 


Mr. Auirncuam next showed a patient, aged 41, who had suffered 
for about a year with gastric trouble, accompanied by loss of flesh 
and constant vomiting. He opened the abdomen and found a 
large mass surrounding the pylorus. He therefore performed 
gastro-enterostomy, and the result had been excellent, the patient 
having since gained 2 stone in weight. 


(3) PYLOROPLASTY. 


Mr. ALLINGHAM also showed a patient, aged 34, who had had an 
acute attack of gastric trouble about seven years since, and 
suffered from constant vomiting. On opening the abdomen he 
found great dilatation of the stomach, caused by a stricture of the 


pylorus consequent upon a local ulcer. He performed pyloroplasty 
with a perfectly satisfactory result. 
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Mr. Bipwe.t asked the author if he thought Loretta’s operation was 
much inferior to the one he had performed, mentioning that some very 
successful cases of dilatation of the pylorus had been recorded. Loretta’s 
operation was certainly simpler, and the incision was made through 
healthy tissue. With regard to the case of gastro-enterostomy, he had 
dealt with two cases by Halsted’s method of stitching, and that method 
seemed to be very satisfactory. In one case the patient died from 
broncho-pneumonia a fortnight after the operation, and the specimen he 
had obtained showed that the anastomosis was very satisfactory. 

Mr. ALLINGHAM, in reply, said he had not done Loretta’s operation 
because he thought the plan he had followed a better one. In Loretta’s 
operation one had to open the stomach, and in pushing the finger through 
the stricture one was exceedingly likely to split it. Moreover, the intro- 
duction of a piece of healthy mucous membrane in the stricture gave less 
risk of subsequent contraction. He had himself tried Loretta’s operation in 
one case with only partial success ; in that the symptoms returned, and, 
post-mortem, they found that the patient was really suffering from a 
scirrhoid condition of the pylorus. In relating his case he had said that 
he had seen no evidence of perforation. There were only a few slight 
adhesions about the pylorus which was very hard and unyielding. When 
he had opened it there were scars, &c., to prove the existence of past 
ulceration. The reason that he had always liked Mayo Robson’s bobbin 
was that by uniting the intestine together over some rigid structure 
which kept the parts at rest, acting in fact as asort of splint, there was no 
chance of contraction or dilatation, for three or four days, at any rate, and 
this was a point of great importance. No stitching could ensure against 
this contingency. He had used the bobbin in a large number of cases 
with eminently satisfactory results, and he was convinced that it was the 
best way to proceed. He had once had recourse to Maunsell’s operation, 
but it proved a failure. 


A CASE OF PSEUDO-HYPERTROPHIC PARALYSIS 
WITH KNEE-JERKS PRESERVED. 


By W. 8. Cotman, M.D. 


Dr. W. S. Cotman sent a boy, aged 10 years, with a history of 
five years’ weakness in the legs. The enlargement of the calves 
was first noticed five years ago. The condition had gone on 
increasing until ten months ago, when he had an attack of scarlet 
fever, after which it made rapid progress, and weakness in one 
arm had been noticed, with occasional pain in the lower limbs and 
slight difficulty of micturition. There was no history of the disease 
in other members of the family. The boy presented a well-marked 
medio-frontal ridge. The mental condition was good. The 
enlargement of the calves was now well marked, and the vasti 
externi were much increased in bulk. The same change was 
evident in the infraspinatus. Other muscles were also involved, 
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for example, the deltoid and triceps were distinctly firmer than 
normal. There was, in addition, some atrophy of the biceps, the 
pectorales and Jatissimi dorsi. The knee-jerks a few weeks since 
were distinctly exaggerated, but though that was no longer the 
case, they were still brisk. Dr. Colman suggested that this con- 
dition of the knee-jerk was to be explained by the very shght 
affection of the vastus internus on each side, as Sherrington had 
shown experimentally that this was the essential part of the 
quadriceps for the production of the knee-jerk. 


April 8th, 1895. 
A CASE OF CONGENITAL CHOREA. 
By Georce F. Jounston, M.D. 


Dr. G. Jounston showed a lad, aged 12, born at term without 
instruments, without special difficulty, and who was not asphyxiated 
at birth. According to his father’s account he had ever since 
birth been the prey of slight involuntary movements, most 
marked on the left side, resembling those of chorea. The move- 
ments ceased entirely during sleep. There was no history of fits, 
and no rigidity. The deep reflexes, though brisk, were not 
exaggerated, the knee-jerk exhibiting the phenomenon sometimes 
observed in chorea, viz., that the leg remained raised for a short 
time before falling to its previous position. No ankle clonus. The 
lad appeared sharp and intelligent, though his education had been 
neglected. There was no cardiac mischief. The boy had had 
pains in his joints, and his father had suffered from rheumatic 
fever. The author pointed out that the movements of the hands 
when closely observed occasionally appeared to resemble athetosis 
rather than chorea, and he discussed the probability of its being 
this condition rather than the latter. 


Dr. Garrop said he had a case under his care almost exactly similar 
to this one, the patient being a girl of 8, who presented the same quasi- 
choreic movement, more marked on the left side. She was mentally 
feeble, but there were no signs of any disease of the brain. 

Dr. SHuTTLEWoRTH said the case was interesting because the boy pre- 
sented the minute movements of the fingers which were usually con- 
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sidered athetotic, and were associated with lesions of the Rolandic area. 
Against this view there was the fact that the lad presented no evidence 
of the existence of spastic rigidity. He pointed out, in respect of 
intelligence, that the mere fact of the boy’s being intelligent was not, 
per se, an argument against the case being one of athetosis. The physical 
infirmity often masked the mental capacity, and when under proper 
treatment the former had been ameliorated, the intelligence often 
developed in a marked degree. He mentioned that there were now 
special classes under the London School Board at which children, handi- 
capped by mental or physical infirmity, were taught separately, and a 
course of training at one of these centres would (he thought) be attended 
with great advantage to the lad. 


CASE OF RIGHT FACIAL HEMI-ATROPHY. 
Br C. E...Buarvor, MD: FRCP. 


Dr. Breevor showed a girl, aged 20, who presented marked 
facial hemi-atrophy on the right side. Two years ago two teeth 
in the right upper jaw decayed and broke away, and stx months 
later, without any injury, she noticed a dimple in the right cheek. 
There was marked thinning of the left cheek, with falling in of 
that side. The measurement from the middle line of the upper 
lip to the meatus auditorius externus was a quarter of an inch 
less than on the right side. The muscles of the face and for 
mastication were normal, and re-acted to Faradism, and the former 
re-acted to a weaker current on the right than on the left side. 
The tongue and soft palate were normal, and the bones of the face 
and the nasal cartilages were not affected. Sensation to touch, 
pain, heat, and cold were normal. Taste was not affected. The 
disease was considered to be in the trophic fibres of the fifth 


nerve, which, according to Mendel, were in the upper root of that 
nerve. 


A CASH OF FRIEDREICH’S DISEASE. 
By Lronarp G. Gururiz, M.D. 


Dr. L. Gururie showed a boy, aged 9, who presented symptoms 
of early Friedreich’s disease. There was no family history of the 
complaint. The symptoms dated from the time when he began to 
walkat three. These were: (1) instability on standing, markedly 
increased with heels together and eyes closed; (2) a rolling gait 
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with inability to “toe the line”; (3) slight rhythmical tremors 
affecting the whole body, increased on exertion; (4) slight inco- 
ordination of the hands; (5) complete absence of knee-jerks. 
Sensation was everywhere normal, and there were no ocular 
symptoms or deformities. Speech and intelligence were unaffected, 
and the sphincters were normal. There had been no definite 
tabetic pains. He had been under observation for four months, 
and the symptoms appeared to be increasing in intensity. 


Dr. H. MacxenzigE said he had no doubt as to the diagnosis in this 
case. He had a similar one under his observation. He opined that these 
isolated cases were much commoner than had been thought. He observed, 
however, that he did not understand why the author described it as an 
early case of the disease. 

Dr. OnmMEROD agreed with the diagnosis, but pointed out that it was 
necessarily made on somewhat slender evidence, for the symptoms were 
narrowed down to the peculiar gait and the absence of knee-jerks ; but 
the other symptoms mentioned by Friedreich, such as nystagmus, 
involvement of speech, and family proclivity, were wanting. He 
admitted, however, that the affection of speech might not come on till 
late in the disease, and the nystagmus still later. They had to say it 
was a case of Friedreich’s disease chiefly because they knew of no other 
disease that would explain the symptoms—such as they were. He 
pointed out that another group of cases has been made, in which the 
same gait and family proclivity obtained, which were due to cerebellar 
disease ; but that in such cases the knee-jerks were preserved. 

Dr. Brevor thought it looked like a case of Friedreich’s disease, 
though it was difficult to be quite sure of the fact in the absence of the 
other symptoms described by Friedreich, which, however, might develop 
later. 

Dr. CoLmAN said there were other symptoms pointing to its being a 
case of Friedreich’s disease, viz., general tremor of the trunk and a 
rolling movement of the head on the trunk, which were rarely met with 
in cerebellar disease, or in cerebellar sclerosis. 


CASE OF BLADDER GROWTH REMOVED BY SUPRA- 
PUBIC CYSTOTOMY. 


By F. Swiyrorp Epwarps, F.R.C.S. 


G. E., aged 54, was admitted on February 16th, 1895, for 
hematuria. His mother died of cancer. 

Three months ago first passed blood in urine without pain. The 
hematuria lasted for three or four weeks. After some inter- 
mission it came on again, when he came to the hospital as an out- 
patient. On February 10th, when at stool, noticed a stabbing 
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pain in right lumbar region, which lasted only for a moment, and 
was followed by a dull aching pain in the same region, and after 
this passed bloody urine until February 14th. On the 15th the 
bleeding came on again. 

On admission complained of pain in right lumbar region and 
nowhere else. No increased frequency at night, but every hour 
by day. No pain on micturition. Appetite good; no sickness. 
The stream was good. The urine was acid, and contained blood- 
mucus, a little pus, and albumen. 

On February 20th cystoscopy, when a villous growth was 
clearly seen on left side of the base. It was studded with 
hemorrhages, which gave it the appearance of a black-currant bush. 

On February 27th I opened the bladder above the pubes, and 
found this papilloma, which had a thick and short pedicle. I 
clamped this, and then removed the growth with scissors. There 
was no excessive bleeding. Through a vaginal speculum I swabbed 
the wound with tr. ferri perchlor. The bladder was then irrigated 
with boracic solution, and a double Jacques’ catheter inserted as 
a drain. 

I might mention that there was no induration about the base 
of the tumour, and I take it to be of an innocent character. 
The subsequent history was uneventful. The drainage-tube was 
removed on the third day, and the patient passed water naturally 
for the first time on the 18th day after the operation. He is now, 
I believe, quite well, and can retain his water, which is quite 
clear and free from blood, for at least four hours by day. 

The chief point of interest in this case was the diagnosis—as 
between bladder and kidney. For although the symptoms pointed 
strongly to a bladder growth, the supervention of pain in the 
right lumbar region, followed on one occasion by free hematuria, 
suggested the possibility of some renal lesion. 

I would ask the opinion of the Fellows as to whether the 
lumbar pain might have been due to the bladder lesion, although 
on opposite sides P 
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CASE OF SYPHILITIC DISEASE SIMULATING THE 
APPEARANCES OF CHARCOT’S DISEASE. 


By H. J. Warine, M.S. 


THE patient is a woman aged 43, who first came under my 
observation in November, 1893, and who was at that time suffering 
from very marked tertiary syphilis of both kmee-joints. The 
synovial membrane and the surrounding tissues were thickened, 
and the seat of localised enlargements, some being of the size of a 
pigeon’s egg. Potassium iodide was given in gradually increasing 
doses, and in about two months the enlargements of the knees had 
practically disappeared. She then ceased to attend the hospital. 
About three months afterwards she again came under observation, 
when both knee-joints were very much swollen and filled with fluid. 
According to the history of the patient this condition had come 
on quite suddenly. They then presented all the appearance of a 
typical Charcot’s joint. There were no signs of tabes dorsalis, 
except that there was an uncertain history of the occurrence of 
lightening pains in the lower extremities. The pupils were 
normal, and there was no absence of knee-jerk. She was treated 
with potassium iodide and locally a poroplastic support was 
applied. After several months the right knee got much better, 
and remained so except that at one period there was a slight 
relapse. The left improved for a time, but occasionally it becomes 
much worse, being swollen and having all the symptoms of the 
original condition. About three months ago the knee reflexes 
became slightly exaggerated and since that time this condition has 
become more apparent. Atthe present time the right knee is fairly 
quiescent. The left knee-joint is considerably swollen, and the 
ligaments of the articulation appear to have been partially 
destroyed. The joint is “ flail-like,” and walking is somewhat 
difficult without the artificial support. The synovial membrane 
in the anterior part of the joint and the walls of the large bursa 
immediately above the joint are thickened and feel as if they were 
infiltrated with a soft jelly-like material. There is also some 
thickening of the bones in the neighbourhood of the articulation. 
The pupils react to light. The knee-jerk in the left leg is 
increased, but there is no clonus. On the right side there is a 
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good knee-jerk. The reflexes are easily obtained at the wrists, 
especially upon the right side. There is some bladder trouble ; 
she must micturate at once when she has the desire, otherwise she 
passes urine involuntarily. When she stands with her eyes closed, 
she staggers and might fall. 

The electrical reactions are normal, according to the report of 
Dr. Lewis Jones, who kindly examined them for me. 

This case appears to me to be a case of syphilitic disease of the 
knee-joints, in which at first the synovial membranes were the 
chief seat of the morbid process, and later on, when the joints 
became suddenly enlarged, an acute or sub-acute synovitis was 
established. It is quite possible that there may be some disease 
of the spinal cord which has some connection with it. In 
any case the affection has many of the clinical appearances of a 
case of Charcot’s disease, but there are no definite signs of tabes 
dorsalis. Possibly the case may be one of ataxic paraplegia with 
a concomitant joint affection. 

Most of the symptoms and the appearances of the limbs point to 
a tertiary syphilitic affection of the joints, which clinically 
resembles a case of Charcot’s disease, and that later signs of an 
affection of the spinal cord, possibly combined lateral and posterior 
sclerosis, developed as the result of a syphilitic process. 


CASE OF RENAL TUMOUR. 
By Hersert W. Auuineuam, F.R.C.S. 


Mr. H. Autrnauam showed a girl 3 years of age, together with 
a tumour weighing 24 lbs., which he had removed through an 
abdominal incision six months before. It proved to be a tumour 
of the right kidney. The child first began to be ill in November 
last, but there was never anything abnormal in the urine. She 
was admitted into the Great Northern Hospital in January of this 
year. It was somewhat difficult at first to make out the nature 
of the tumour, whether ovarian or renal, especially as it was 
adherent to the Fallopian tube. The gland substance of the kidney 
was not much damaged, the growth starting from the capsule and 
growing inwards. 


Mr. Lockwoop commented upon the differences in the structure of 
these tumours, and asked the author what had been discovered in respect 
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of this particular growth. Some of them were certainly highly malignant, 
while others, though their structure might appear adenomatous, did not 
recur. 

Mr. Swinrorp Epwarps asked what were the urinary symptoms before 
operation, and, as a detail of surgical technique, what the author had 
done with the ureter which he divided. 

Mr. ALLINGHAM, in reply, said he had not yet received the report of 
the histological examination of the growth, but it looked sarcomatous. 
No glands could be made out in the abdomen, and the growth appeared 
to grow from the capsule of the kidney and not from the suprarenal 
bodies, as was thought to be frequently the case. There had been no 
urinary symptoms, though the urine was carefully and repeatedly tested. 
It would be observed that the gland structure was not much damaged. 
He ligatured the ureter, and, as there was no contra-indication, he dropped 
it back into the abdomen, and no untoward symptoms had folluwed. 
The child was now in perfect health. 


TWO CASES. 
By P. S. Apranam, M.D., F.R.C.S.L. 


(1) Piryriasis Rupra Piparis or DEVERGIE. 


H. D., a boy aged 6, three weeks ago suddenly developed bright 
redness of both palms and soles, soon leading to extensive 
desquamation of large plaques of epidermis. The child was out of 
sorts at the time. A redness and peculiar roughness was also 
observed at the back of the neck and down the spine, and also on 
the knees and elbows. He came under Dr. Abraham’s observation 
a few days after the affection first appeared, and presented an 
extensive psoriasis-like desquamation over an erythemaious surface 
of the palms and soles, a hypertrophic condition of the follicles of 
the skin of the nape of the neck and back, scaliness of the elbows 
and knees, and a very general xerodermic condition of the skin of 
the face, limbs, and trunk, with slight branny desquamation and 
an eczema-looking appearance of the eyelids and mouth and nose, 
also much pityriasis in the scalp. The child has not complained 
of itching. The mother states that the child had a precisely 
similar affection two years ago, about six months after an attack of 
scarlatina. The skin then became well in a few months under 
treatment. 

The case appears to come under the category of Devergie’s 
pityriasis rubra pilaris, exhibiting the features upon which he lays 
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particular stress, e.g., its sudden onset with hyperewmia, the sub- 
sequent desquamation, and in parts great similarity to ordinary 
psoriasis, the pityriasis of the scalp, and the xerodermic condition 
of the skin, and, above all, the peculiar follicular atfection. 

These cases are rare, particularly in children. 


(2) Muttrete Suscurangous Nopuises (P TUBERCLE) IN AN 
INFANT. 


M. R., a female infant 7 months old, well grown and well 
nourished, exhibits a number of nodules beneath the skin, and 
more or less implicating the latter. Several are of a bluish-red 
tint ; the smaller appear to be quite subcutaneous, the larger give 
some sense of fluctuation. The first appeared three months ago 
on the thigh, and others have since come in various positions and 
at irregular times on the limbs, trunk, and head. Very few occupy 
the position of lymphatic glands. The largest one is beneath the 
right jaw, and seems to be rather painful on handling. 

The case is brought chiefly for diagnosis. Although the exhibitor 
inclines to the belief that the nature of the growths is tubercular, 
an exploratory excision is to be made. 

The family history is as follows:—Three brothers have had 
rickets; the infant herself has snuffles and had “thrush”; the 
father is healthy, but his sister was consumptive ; the mother has 
““a, delicate chest,” her father was consumptive, and mother and 
sister with weak chests. She has had eight children, one being 
premature, and two miscarriages. [On subsequent excision the 
nodules were found to be abscesses with the thickened walls 
studded with giant-cells and other elements of tubercle.—P.S.A. ] 


Mr. Lrorotp Hupson said he had had an opportunity of observing a 
case very similar to the author’s first case. It was that of an infant, 
seen with Dr. A. Garrod at the Hospital for Sick Children, who pre- 
sented 23 subcutaneous nodules about the body. These at first were 
regarded as tubercular, but on opening one of them no caseous material 
was found, the contents being a greenish pus; in fact, the case was 
evidently one of chronic pyzemia. ‘There was a distinct history of thrush, 
which he thought might have been the means of infection. He had seen 
two other cases, within 18 months, of subcutaneous nodules not obviously 
abscesses, and both turned out to be cases of chronic pyeemia consequent 
on ulceration of the navel. 

Dr. GuTHRIE said such nodules were by no means uncommon, for he 
had seen a good many of them. They might be pyzmic, but he thought 
they were usually strumous, and in the author’s case the strumous history 
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was well marked. As to the first case, he remembered the case of a 
man, aged 40, who had some eczema about the folds of the elbows, 
above the knees, and what he described as burring of the soles of the feet 
and palms of the hands. A week later there was intense desquamation 
of both hands and feet as in this case. He asked what was the prognosis 
in such cases. 

Dr. ABRAHAM, in reply, said the boy had had a similar attack two 
years before, from which he had perfectly recovered in a few months. 
He gathered from the literature of the subject that there was no certain 
prognosis, some of the cases getting well after a time, while others went 
from bad to worse, or the disease reappeared after apparent recovery. 
There were several distinct varieties of the affection, and this particular 
case seemed to belong to the xerodermia class. 


THREE CASES. 
By J. Astury Broxam, F.R.C.S. 


(1) A Case or MacrocHeInia. 


Mr. Biroxam showed a girl, aged 12, who presented a swelling 
extending from just over the mid-line on the left side of the lower 
lip, and involving the whole of the right side. It also extended 
over the mucous membrane of the cheek for a short distance on 
the right side. It extended downwards to the lower border of the 
inferior maxilla in front and on the right side. The swelling was 
of an irregular shape, and the mucous membrane was lobulated, 
owing to the contraction of scar tissue. The right alveolus of the 
upper jaw was displaced inwards by pressure of the growth. 
Three large veins could be seen coursing over the growth, and 
patches of small vesicles existed on the right side along with one 
very distinct patch on the left side of the chin. The tumour was 
solid to the feel, and the skin was not involved. The tumour was 
freely movable over the deeper structures, and was not encapsuled. 
There were one or two soft enlarged glands in the sub-maxillary 
region. The urine was clear and contained a very faint trace of 
albumen. 


(2) Derormity (ConceniraL) or Lert Sipe or Face. 


Mr. Bloxam showed a healthy-looking child, aged 15 months, 
who presented a curious abnormality of the left side of the face. 
The external auditory meatus was absent, together with most of 
the external ear, the only remains being a lobulated fold of skin 
about 14 inches long. Near the upper end, where it joined the 
face in front, were two small round depressions. There was a 
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small puckered depression in the skin about 1} inches above the 
inferior border of the inferior maxilla, and about half-way between 
the mid-line of the chin and the angle of the jaw. Both inferior 
maxille were of equal size, but the left cheek looked larger than 
the right. There were no other congenital defects about the body. 


The PRreEstDENT said he had seen a great number of these cases, and 
he had presented a specimen when Sir James Paget had read his paper 
before the Royal Medical and Chirurgical Society, this specimen having 
subsequently been presented to the Museum of the Royal College of 
Surgeons. He had seen as many as three rudimentary ears at a time, 
sometimes two or three on one side and one rudimentary ear on the 
other. In none of these cases had there been any hearing at all when 
the deformity was bilateral, and even when it was limited to one side 
there was often imperfect development of the labyrinth on the other 
side, though the auditory conducting apparatus might be perfect. He 
pointed out that there was generally an oozing from some point near 
the imperfectly developed ear, but in this case he had been unable to 
detect any opening. The absence of an opening was very exceptional, 
and Sir James Paget had never seen a case in which there was not an 
opening of some kind. He alluded to the fact that Dr. Allen Thompson, 
who had come to London to hear the paper just referred to, had brought 
with him drawings of several such cases, and one of them was so like 
one of his own that it was difficult to distinguish one from the other. 


(3) Restoration or Nose. 


Mr. J. Astley Bloxam showed a man, aged 33, a soldier, who 
had applied on account of deformity of nose from syphilis. An 
attempt had been made to restore the nose by the Indian method 
of pulling down a flap from the forehead, but with only a small 
measure of success. An attempt was then made to graft on a 
recently amputated finger, but though done within twenty minutes 
of its removal and persevered in for ten days, it proved a failure. 
The patient then volunteered to have the attempt repeated with a 
stiff finger of his own, and it was decided to give this plan a trial. 
The tendons of the left second finger were removed by median 
palmar incision, and the wound was packed, but a superficial line 
along the side of the terminal phalanx sloughed. On June 2lst, 
the terminal phalanx and nail having been removed, the flap 
transplanted from the forehead, which covered in the nasal gap, 
was divided down the centre, and the raw surface of the finger and 
divided skin were sutured together, the arm being fixed to the side 
by a plaster of Paris bandage. The patient was fed by means of 
a tube passed through the fingers. The line of junction healed 
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well, and on July 14th the structures on the inner and back part 
of the finger were cut through with the electro-cautery. On July 
20th the finger was cut through on the external and palmar 
surfaces so as to make a long external flap. This caused con- 
gestion of the finger, which was pricked all over twice, bleeding 
pretty freely. Onthe 24th the division of the finger was com- 
pleted by cutting through the middle of the first phalanx with 
bone forceps. The resulting congestion was again relieved by 
pricking. The distal half of the first phalanx was then removed 
from the nose by an incision passing through the joint, raising a 
flap on the left. The arteries spouted freely and had to be tied. 
On September 4th the finger had adhered well to the face in its 
upper third at the base of the forehead, but the lower two thirds 
had failed to adhere. By October 4th the wound of separation 
had completely healed, and the patient could feel sensations over 
the second phalanx, though ‘he referred such sensations to its 
proximal end, having no idea of locality. The second phalanx not 
being sufficiently near the forehead, was raised by removing a 
square flap of facial skin at its base. <A flap was next raised on 
the left side of the finger, and the substance of the cheek was 
dissected up and sewn to this raw surface to make the side of the 
nose. The remains of the ala on the left side were cut free, having 
its deep surface raw; to this deep surface was sewn the raw 
surface of the lateral flap by cutting it underneath, thus making 
an ala with epithelium on its nasal and facial aspects. <A 
similar operation was done on the right side. The left side of the 
nose was a great success, but the right side had not united so well, 
owing to suppuration. 





20—3 





INDEX. 


























pees, ven 
PAGE 
ApraHAM (P. 8.) case of pityriasis rubra pilaris of Devergie 3889 
multiple subcutaneous nodules . 9390 
—— remarks . oul 
Adenoma Spann case of (M. Dackvell) Ome 
ALLINGHAM (Herbert W.) a series of cases of operations upon 
the stomach ; : : . 9330 
— — case of colotomy : . 381 
— gastro-enterostomy ; . 381 
—— —— pyloroplasty : . “ool 
— renal tumour ; : . 388 
remarks : : . #40, 362, 560, 002, vce 
AutTHaus (J.) on hypochondriasis and nosophobia . 14 
Anastomosis of the small intestine, successful case of (W. H. 
Cripps) , . 364 
Aneurysm, popliteal, case of & A. lozain) ; , 367 
Baupance (C. A.) and Buxrvor (C. EH.) operation for subcor- 
tical cerebral tumour . 80 
remarks : cae 
Barrett (Howard) remarks. . oo 
Brrvor (C. EH.) and Batiance (C. A.) aperaion fox subcor- 
tical cerebral tumour : ; . OO 
case of right facial hemi-atrophy . ; . 384 
remarks : : . 389 
Bervor (Sir Hugh) remarks. . 329 
Bipwe1. (l. A.) operation 2OE extra- ict elation . 293 





remarks ; sae : 303, 382 


396 INDEX. 




















PAGE 
Bladder, an unusual case of villous tumour of the (EH. H. 
Fenwick) . 368 
a cork in the adult sialoy case of (G. B. Bnew ies , ate 
growth removed by supra-pubic eed case of (F. 

S. Edwards) . ; : 68 
Buioxam (J. Astley) case of pipiieeal aneurysm . BOF 
specimens of renal calculi removed by _ nephro- 

lithotomy : . . 608 

case of macrocheilia , : . *Bo8 
— deformity of left side of fed, ; » BOF 
—— restoration of nose . ; : . O82 
—— remarks F 364, 365 
Browne; (G. Buckston) case of a nae in the adelt male 

bladder ' : o-ore 


Ceecum opened for intestinal obstruction (D. H. Goodsall) . 360 














Calculi, renal, specimens of (J. A. say ; . 368 
Carr (W.) remarks > a bes 
CauTLey (H.) treatment of sianteaniens in shildnen, . go 
Cellulitis in inflammatory affections of the urinary organs, 
value of exciting (H. H. Fenwick) . 71 
Charcot’s disease, its appearances simulated in a case of 
syphilitic disease (H. J. Waring) . 387 
Chest, the, combinations of morbid conditions of Guctiaenn 
Lectures, F. W. Roberts) . : . 104 
Chorea, congenital, case of (G. F. Johbston) . 383 
CiarKkeE (W. Bruce) series of thirty cases of movable kidney 
treated by operation : ; , ote 
remarks 287 
Ciurron (H. H.) case of divicenkieu of the ee wth 
fracture at the surgical neck : 366 
remarks . 270, 286, 287, 301, 378 
Cotman (W.S.) case ‘of Batu: agains aha with 
knee-jerks preserved : 382 
remarks : 399, 385 
Colotomy, case of (H. WW Aiea) : . o8l 
CorrereLL (E.) and Orp (W. W.) case of iiedooeptialad . 258 
Woop (T. O.) two cases of ee ea . 379 





COUPLAND (S.) remarks . 313 


INDEX. 397 






































PAGE 
Cretin under thyroid treatment, case of a (A. EH. Garrod) . 3568 
Cripps (Harrison) successful case of anastomosis of the small 
intestine ' ; . 364 
remarks = 800,361, 365 
Cycling and heart flicones (Sir B. W. Bichardkon) BO 
Datsy (Sir William B., President) address on the pleasures 
of medicine and surgery . ‘ 1 
remarks » weLOL, 328, 338, 375, 392 
Deafness, pater case of (A. W. G. Mackenzie) . 264 
Devergie’s pityriasis rubra pilaris, case of (P.S. Abraham). 389 
Dockrewt (Morgan) case of mycosis fungoides’. . 369 
adenoma sebaceum . ; ee! 
Doran (Alban) remarks 254, 299 
Duodenum, ulcers of the (A. M. Sheild) ) ; i OU 
(C. B. Lockwood) . . - 48 
Epwarps (I. Swinford) cases of coccygeal excision of the 
rectum 5400 
case of Bedaee secutlh fothouee by supra-pubic 
cystotomy ‘ : : : . 3805 
remarks . 389 
Empyemata in nialdiesa, enaeuk of (R. Candies . 190 
Hpithelioma, facial, case of removal of (H. Snow) . . 393 
Ewart (W.) remarks ; é‘ dee 
Facial, left, deformity, case of (J. A. Bloxam) : . 391 
, right, hemiatrophy (C. E. Beevor) ; . 384 
Fenwick (H. H.) the value of exciting cellulitis in inflam- 
matory affections of the urinary organs ae 
an unusual case of villous tumour of the bladder . 368 
remarks : : eh) 
Fox (T. Colcott) geicaab oe aaa 
Friedreich’s disease, case of (L. G. Guta) . 384 
Gall-duct and liver surgery, cases of (J. D. Malcolm) . 236 
Garrop (A. E.) case of sclerema neonatorum ’ . 3814 
case of a cretin under thyroid treatment . | 208 








remarks . : ; ; 323, 303 


398 INDEX. 

















PAGE 
Gastro-enterostomy, case of (H. W. epee tee 381 
GopDLEE (R. J.) remarks 257 
Goopsaut (D. H.) case of opening the cecum ae intestinal 
obstruction 360 
remarks ; 362 
Goutp (A. Pearce) the ebeue setuid of sme ate 
Annual Oration . 341 
Guturie (Leonard G.) case of caltcomadon of ses 11nasso- 
ciated with cerebral symptoms 374 
case of Friedreich’s disease ‘ 384, 
remarks : : 375, 39) 
Haut (F. de Havilland) case of late-inherited syphilis 362 
remarks : 312, 364 
Heart disease and ayeling (Sir B. W. Richins) 89 
Hemiatrophy, right facial, case of (C. EH. Beevor) 384 
Hemiplegia, right, with epilepsy, treated by trephining, two 
cases of (T. O. Wood and H. Cotterell) 39 
Herman (G. E.) remarks 301 
Hitt (W.) remarks 276 
Hupson (Leopold) remarks 390 
Humerus, case of dislocation of the (H. HL Catton) 366 
Hypochondriasis and nosophobia (J. Althaus) 14, 
Isaac (W.) remarks . 102 
Jounston (G. F.) case of congenital chorea 383 
Kestiey (C. B.) remarks 361, 365 
Keser (J. 8.) remarks 321 
Kipp (Percy) successful case of Ceraueaten pericardii 180: 
remarks 189 
Kidney, movable, thirty cases ‘opted by norte ow. Bruce 
Clarke) ; 277 
Lane (A.) remarks. , 254, 264 
Lettsomian lectures on the chemin nf morbid conditions 
of the chest (F. W. Roberts) 104 


INDEX. 399 











PAGE 
Lewers (A. H.N.) remarks . 30 (802 
Lirtie (F.) remarks . ai OZ 
Liver and gall-duct surgery, cases of (J. 1, AMaleoinn) . 236 
Locxwoop (C. B.) on perforating ulcerof the duodenum . 48 
—— the diagnosis of retro-peritoneal sarcoma O24 

remarks : sp OO 296,829, 339, 388 
MacCormac (Sir W.) remarks . : Bi 
MacGeacu (T. EH. F.) remarks . - 102 
Macxenzir (Hector) case of hysterical deafness. . 264 

remarks : 52, 277, 286, 385 
Macrocheilia, case of G. A. Blescans DO 
Matcoutm (J. D.) cases of liver and gall-duct surgery . 236 

remarks 268 
Medicine and surgery, addres. on the fleaaanes of (Sir W. B. 

Dalby) : 1 
Microcephalus, case of, mented by Nace ra toaey cw. 

W. Ord and E. Cotterell) . 258 
Morean (J. H.) remarks : . 234 
Morison (A.) remarks 235 
Morris (H.) remarks : : 2 200 
Morr (F. W.) remarks : ~ 69 
Mycosis fungoides, case of (M. Woekrelly ‘ ~ 30g. 


Nodules, multiple subcutaneous, case of (P.S. Abraham) . 390 
Nose, case of restoration of (J. A. Bloxam) : » , oga 


Oration on the recent evolution of surgery (A. Pearce Gould) 341 
Orp (W. Wallis) and Corrnrett (E.) case of microcephalus 258 





remarks : : . 264 
Ormerod (J. A.) remarks , 69, 3885 
Paracentesis pericardii, successful case of (Percy Kidd) » Iso 
Paralysis, pseudo-hypertrophic, with knee-jerks preserved, 

case of (W. 8. Colman) . ‘ . 302 
Pleura, serous effusion into the, case of (8. West) . 3038 
Polypi, nasal, containing blood-cysts (W. S. Watson) » 30 
-—— and hypertrophy of the turbinals (ditto) ; . ote 


Pyloroplasty, case of (H. W. Allingham) vase 


400 INDEX. 














PAGE 
Rectum, cases of coccygeal excision of the (F. S. Edwards) . 375 
Ricnarpson (Sir B. W.) cycling and heart disease 2 Be 
remarks 101, 103 
Roserts (F. T.) the ppipibaiiont of ‘tad conditions of the 
chest (Lettsomian Lectures) : 104 
Rovuta (Amand) remarks : 53, 79 
Rours (C. H. F.) remarks 53, 312 
Sansom (A. E.) remarks : 10], 187 
Sarcoma, retro-peritoneal, the Singnoets of (C.B. Lockwood) 324 
Sclerema neonatorum, case of (A. E. Garrod) . 314 
Sueitp (A. M.) ulcer of the duodenum, laparotomy for . Seo 
remarks : . d4, 69, 78, 188 
SHUTTLEWORTH (G. HE.) rae ‘ 263, 383 
Skull, malformation of, case of (L. Guthrie) . d74 
SmirH (Solomon) remarks : ; | LOZ 
Snow (H.) case of removal of extensive padial epithelioma . 373 
remarks . 329, 339, 340 
Stomach, spaenaORe upon the (H. W. Aibection) . 330 
Surgery, the recent evolution of (A. Pearce Gould) . d841 
~—— and medicine, the pleasures of (Sir W. B. Dalby) ; 1 
Surron (J. Bland) case of tubal pregnancy and one simula- 
ting tubal pregnancy 262 
remarks . 302 
Syphilitic disease, case of, Semlitae ate appearances of 
Charcot’s disease (H. J. Waring) . . 387 
Syphilis, late-inherited, case of (F. de H. Hall) . . 362 
TAYLOR (Jas.) remarks ; 2 
Tuompson (H. Symes) remarks . ote 
Thyroid treatment in the case of a move (A. E. Gamat) . 3868 
Tubal pregnancy, case of, and one simulating tubal preg- 
nancy (J. B. Sutton) . 289 
Tumour, subcortical cerebral, operation for €C. E. Beevor 
and C. A. Ballance) : » § 200 
-, renal, case of (H. W. Mitnoharayy . 388 
——, villous, of the bladder, case of (EH. H. oe . 3868 
freee (H. G.) remarks ; . 276 


Uterine (extra-) gestation, operation for (L. A. Bidwell) . 293 


INDEX. 401 











PAGE 
Wattis (F. C.) remarks 287 
Warinc (H. J.) case of syphilitic Pisies siculiing ake 
appearances of Charcot’s disease. 387 
Watson (W. S.) case of nasal polypi containing fiend: eee 80 
case of polypi and hypertrophy of the turbinals - . 373 
remarks ; . 9368 
Wesr (Samuel) case of serous fasion st the picbis . 3803 
remarks é 313 
Wuire (Hale) eo pinies 68, 69 
Woop (T. Outterson) and eae: (B. ) two cases of right 


hemiplegia with epilepsy, treated by trephining . 379 








HARRISON AND Sons, to Her Majesty, St. Martin’s Lane. 

























, eS OL LS Aten teen, 
ees Ad hk hh eee 
" é AEA A 4s Cine) 
CL EM APL SEM LLL a PIF Of dat 
“ 44 
s 
“ 





“OA Ah A OA BBL A 
AAA L LA AL BES A AAA 
ee Cl 
Par a a) a SP a ar ae Oe oP i: 
CALA A A AE A kB ON ER 
Pe Pt Par OP OY yy Oe | 
i a ey a ee a ae eS 
BAM MEM MM LOA 
(Ae MMA ee ALA 6 4 4 ok 
CEM AOE REA AA GE 6 AAA 
Par OF PBF We a ee rg 
ry ae a ee a ae 


Aan at 

PPP Pore < 
PSP yg Poy gv ph 
ee C6 Bt Ae at A 





os 






w 
AD 





Le. 













oh 
Sch ken ok 
Nerve en 
Beata we 
“ 

ey 
eg 





4 
IIS IIS EP SPO LO SPOTS ESS 
4 ae OEE IIE Bhs a pees 
at, BA ged 
MA LLM LL haa 4. 
A hd ae Ak eA hee bd a a ee Ae 
Ora Dy ae ae Oe i Oe Re Oe ay ey ae re a a ee ee ee 
Fae Or Sr or iy BP ae Be ar ae Se he ee oe ee ee ee ee eee 
4 Pol We a aT A) Ar a) OY Ey a ae we a a a a ae ae ae a 
ALG MAA LAR AE be A ‘4 ABBA AABDhABANR Aha MAA A EME Be 
Corer ar Or ar ae or a ae ae 4 Fir ar ee ae a a ee a ‘ 
SALVA A dd A oA Aho Per a ar 7 AP a a i en4 AoA rar iy ae ae te 
AAALABEA AMAA A A EA LOR SEMA EA MASA AEA AKA MAA Eh A eA Eh AEN LS EA 
oye wy ioe a ye yy eae i ee a ee eer a Or iy er or ae er or ar) Oe ee ee ee Oe ae ot ee 
LOMA CM DAA EMA AAA MA AAA EA AE EAA A AL A A A Ah MA AE Oe 444 y 
PPP Pe ee SP PS rel PO pore ry S Ta 4 4 ade a 8 8 < 
at a ated a dea dae ade ae FIP PPI ea IP ere PP Puy 
er Br ee a ar i a ee ee : 
hid AA A AA A A AMEE A A AoA hee ONE A GENE EAM Bid Aid, 
aA SRAM AE AER A RMA MD AE A A BOE EAL ht BA Bh A A! 
MMA BAIA AA BM a LA Ak AA A AD LA BE A hha BD Ae Mh ANA ae ot let 
PP SE aes AeA kab die aA ae Ad AIA A AAO tO eA tA fk 
y ASAT M'E Ao bod Ae Bia A ge Att 4d OA DA ek 
AMAA A AMR AD A 6 a 8 eB a ed AAA A A RRL he 
CAA AAA ABD MAL EA A EAA AR A BORA RA AD AOA A AOL eh ad hed de 
Ade a ToLO ee ee a a a ee ee 
KARMA A AA A AAA AL EE AAD A AA hhh he 8 Ak ahd 
Ak IA be AG a 8 he Ae Ade A a Ak dk ee A ae hk he hk 
SAR AA 4 A AAAS CA 4a MARMARA ME AA aA BA Eh hah AA A 
LAP Ane ik AAA AS u A Be 6A BAD 
Tr ary ir a i a ar Era ar ee) 
‘ td i " 

GY Per Pe deed Deru av erey, LA BS Ab AS g 4 
BA AMA BAA 6A A AOR AD BA AA A A AAA A AA Ok 
gran ey OF OP Se Me er or Ore mp er a) p Pure . 

Py ear Oe er or ee 6 4°84 Ae fe 
fda Par Or er? Gh) Sry BES ee i er wr } 
ep r ew ay ED ew Uw aE 
Fe? ey BY Gy a7) Paver ur A ba MOE dd tana 44a 
Pr er ir a i eer are re a a eee 
ce oy EPP eae Py Paper ies A adh aie 
FP Perey ase a 44th AAA ME AM BA RD 4° tA aA sd 
ar rae a Sr or Se te Or BY WP Br ee i 
SP oper eran) Pye 
ar yy pw erp Lie wee 


a» 
oe 
See 
® 


Y 
1S 
s 
re 
x 
- 
BORO 

















4. 4 2 

WS Cake nae 44 
LPT Pew ers, NR IH 
s/ Ao 2 hd Mb a 
POA? AD Por PIes 
44 6 4a 6 he ry 

oA BAA 84 ee 
4A 6 64 LES 
ISD rT Te Be 
Sree wares 


Ly 
S 
ae 
a 








Es 
“8 
* 
Ness 
Ra 
Bk, 
ROR 
<e 
ere 
ote: 
RN 
ey Se 
ey 
ak, 
NS 
x 
*, 


Se 
aw 
AA 
Be 
= 
ney 
Ly 
Ak 


iy 

» 
es 

» 
eS 








EN 
cS 
a 
x 
EY 
N 


7) 
x 






3 
betas 
mye 

» 
eo Nas 
a 
Ey 
eS 
23, 
AN 

“ 





/ 
= 











LN 
Me 
rue 
» 
3% 
» 
t 
wo 





Pe Be Re 
» 
ES 
2 
Ae 
AX 
pat 
a 
Sn 
AR 
5 
y 


h 

N 

gy 
Soe 
ay 

aS 
Ces 
~ 


ye 
ry 







Ce Ve 





s 
we 
Ke 
= 
‘s 
LA 


rn 
a 
% 
sts 
~ 
. 
s 


Ae 
2 


eu 
Orta 
es 
AAS 
Ee See 


ete 


~~ us 
> 
a 


Aa 


* 









» 
s 
rN 
% 


» 
ES 
as 
is 
a! 
aS 
; Se 
es me 
eS 





» 


o> 
» 














wy 
cs 
~a 
<2 
& 
cS 
aN 
& 














* 


eR ORK ah 




















peer aes 
x 


So ON 





Naha 





eae ery 


eee 











NN 

















































































































































































































































































































































































































































































































































































































































V4 Adadid de Perera ar) aoe 
i Meas Bea en 4 
Pury ‘% ‘ 
Pir re yr ae Pre en ar Bs 
Cas edad ak tte An 
Pe or rie ae war ar er kr ae 
Par hy er er eri or} 
Antatg Ae Aaa ta tatasa’ 4 
PPR eth ea Werut pry e yrwT Ce 4 
FUP Rr OF ey EP Ts Naha dg ad é Ps 4 
Pur ot Be Or rer ee Sr ar ee re ee] Pi 
$ ore ar ay be ty ey By or Sr ie er a er Br 4 ‘ 4 
{4 44 Ade AON 4 aA A ed ee Ae a4 4:4 2 3 yy 
DEP Serer Pr te Sr Sra POP a OP RY hy ae Be) bade "yy “« a4 
CET UK PIES Wei VR IID. SR NEI DEI] see a ‘48 
Peri a Urey Mier ey ey er ay ii er ky BP Per iP ee ae ay er ey OP be ee Br] 274 2 Payers 
SSH OLDIE MSR H Pea Me PEMD aks a aes 
¥j Stata stg iatata tee, Maat hatat “44 “se 44 Ag 
wet ta ata = 77 44 Por SCP aa DLT. 
SEP ars < Par arr rat ae ed 
. ras id PBT Or br ot ey be hed 
Pr 44 Oe eseei aie 
34 ates tT ea tatak 
F454 Sia CABELL, 
pip BE that 
: ses et eisseceseceetce 
y} oa Sa ¢ PSP SPP har er ar’ 
« “Saye ae a ee a ee ee ee - 
4 Ss art PPL SP ar br bP br o> a> ol 
mi 4245 44° Cie Sree oe Se Or ae ee oe as 
S ‘4 "> ¢ 44% 
re St ie8 DP Pilgist alee ese 
S. eri SaSe & Perrot eral ob be be we ae 
4 of by SS 4 bd “a4 Ct Ae et de) et ee ee se ee MJ 
> 454) PSP Pare LDL D LDL DEDEDE Don, 
“4°40 a” y *, «4 x p> e%s ri at a ee Ps Ne : 
a ‘A. 4 Late ca a Ae a ates PPPS EPSP EP bP a ar 
Perera ah ee eed TE De ie PPE Pe BTS .4\a* mi FD LI PDS PL KL DR Oe ODL OL 
POPUP EPSP ES MPO RP NY IP RETR eP EP er EP EPEr ur er Ee Rei hy eke are Pa PPP PPPs SBA ah ata a! 
ONE AN ER eA AANA NS 3 at ie A ANA ANAT A ne dead Ae 0S Us A Parra) a6 MES, E52 SAIN A 8 
4 PE weer Sr uP Evers PEP ENC P PEI EP RP EPEVEP EDL TL Pers Aaa BA EAs BEBE BE Ea geete 
Pan we ee) Set dna ag as Perera er ay) Par Ry ss Para ar are Pee RP RP RT RT EY bP iy Mek aS eae 
PE EN TESTE 84 PP) OP SH RD et HDL DL ORIEN 
Attest FPP ers ‘ “a Ba Ph ALU Rag 
PEPLPEP PEP Lr aver Eyer ey) Were fakes PPP rar PPP ar aP shri aye ar ater a> 
ane td tatdtanatete es PsP L ras PES PPE PPL PEP Pe IEP IED, TE DEP aD a PET PES 
‘se arr ae) Pa 4. TAs PPE PE PEP ELIE DL PEO EPL I 
4 tatiana sda tate {5 oA8 tase SP Pier Se ae he ree: 
hatateatan 4 CF IIS Pog eas Sate 
OSPR RT RDP SP SED RT heh? whe] Seta beh asa ase sates ihe tetas SAS SE Sa Sa 
Pry Ps Pare? a? Pee ee) Coe eh ee ee ee er ee ee rahe 44 Aer e Tes AS, “4 PLP RI PL 
Ecar es Ever erer er RV ErbreP er er Sr Rr ORS AP ECR EPR bbe br Behr Ere] 45 ese Sa <tehe DPaP bE Sra > 
POP er uray eta erie My ye) sa Sehatat, EWR SDDS DCP, SCP BOER DC PDT “akg 434 S4h2%, eceasess 2e<* 
. ss S = Sanat Parl i?) ate Sa Sah she>. Se 
% f Geie3¢ 2 45404 bee PPE TOR: ss 
PDC NE DERE pep ° ie 4 gieiake é 
Sy tdtata ta tana ta anand eae hate 3474 may OOK} SOD S 
SEDER CREA DCD EMRE Dat PRR aC SDRC BT etake S44 aSeie' Per ars < 
Pith SCRE a RRR RE RO Rar Ey RP uP uP aD Sy Ser ir] adnate Sahas PE Seer) aren 
$F sd ANd AS AEN td A ae N eer arg ed Ag Nana PsPery Pi Aree Pera s, 
ale py ite ANE ANY OA a SAN ATANATANANAYVA ASA TEA 454": rar’ rH ke 4 *e™ 2 
PEPE Pere Pe PEP PPL? epee NIC 34 <4° AA, &< Perera; a 
Ratetas, aha ¢ ¢ is < os 
POP EP SY Par Sas gn as ase te ne% 4 $83 £34, $.45%, 882s 
BOD ANAT ASIN LIANE TA AANA AAA NENA NES PUPS Sa a bP hr by be rare ata Pn al PEPE PEP LPL PL?! 
PEPL PLD LPLV LP EPEPL PL PLP PLP EY EPL PLP LD PL PLP LPP LPS LP LPE DEP EPLI EP ED) ora 444 2282! Sha aS 8 Eek 
Sete4 4 PEPE EP SPR ET ORO UP EP EP EP ET EPLO LP LI LOLI RPL aS 4k¢ Pie 4.508 FP PPP 
ENV AAMAS BNI NAINA INGA ET ENE A ON ANA Aaa ae aT Ae beso a by be a 
TAPE A SANA SAAN AANA TANS PANS AS ASAE 2 are 4 ca bt SEe ate PPP’ wee 
PEP RPEPEP EPL PSP LPL EL PIPE PLP EPL PLS PEPLPEPEPE PLS Bese, S24, Sx Pare. 
4 WEY EVES Er CP EPEP uP ED EYES EERO RUE ES Pre ee Pace ee Parers Pa} Po BLS & 
Puv LP ur er hy Pe ey ev LT tr be Pe EP RPP RPL ar Lee Sai atets So be ara or ee eae ParaParar yl 
SEP PSDP PEM OLEL UCP DEDEDE DEDEDEDED DED OED atahstetatasatetateentes asekghcksseksee 
Wa tat ose aS ata ta st yS asses a ake tet atasa sansa lesa iangnase PPS PSPS PSOE SPEDE SPL PED: ¢ PP Pare Pir Pa) a 
Bases ares ates eta at siatetasasasasahanetate SELON aS ah ak as ata ha sata ses anates 4 ESCO RSC 
OER MDEDE RENE DED DEB SDEDE DEDEDT DED, Met be bey HES DEDEM SUPE DEN BY DUDE DEDUD SEM SEDE Dy Sakasatascketotctneek 
ALND GLA be Lee bath ae be TUT RP RED AT AE DE bea DE SE LRP Re ae PLP PPL PPE PEPE PL PL PLP 43% atalatat stersestat net 
: EPMA REA ST A PRORIST RO LT RT SRT SPEIRS aT RP RT RO ROLE PEER LPR a hr by PEPE rh hrarer arb k. bears: s) < 406 Ts. 8 SABA SSS, 
PLESr NEN P RP CP EP EOL EPL PEP PLPC OSLO 1 hPL OL LOU PLP UPL Pur Le PAPI PLP) PLPSPSrar hea ara erat at 2 “8 AUS ES RS 
‘ SPAT BEH DOPE VED DEPESEV DED 4oeekaseSetetatesecatas tb SEM EN DLOE RD REDE SY 
PPL Ve EPL UPR EP RY EP LY ae UPR EP Er Er sane snae Ane PEP ae Piper arar ary SP hearer a SSR 
Devaar er RO ETAT ET LRP SP RT AP RO REET Aras {AAA PPL PLP PLDs asatees 2S 8s Sot Ay sake tess a tesne 
PPP EPSP PEP PPL PEP SSL PLP PPL PLM PPL PL PLL PLD ee eee S56 PPS P PLP LPS PLP a PLPRP EPSP) 
Seselescgalesasesessacseccraiessseraseseea tend face 2s4sece escteseSeatedac secessce ese Bear pope pe prbr Se we eae DE 
PPR rR STP ETEPR APA AERP SPSTRT LSPS PLP SPSDR TLPLOL PLL ELDERS Pa DEDEDE DLP EDL PEP ELPLDS DEES 528282 es * $2838 
Sasa s as sha sa taraietatate tang ig tateseiaiesateteta tate tess dasha neta ta tatea nes PP PPPs < 
BBR ABS GAS PPPS, PP PLP’ Stes as ak Sata thet hasas, LPL Pion < 
Bessceresiee PROCODER DTD DEBT DE DL bk DEDLDT DoDE DEDEDE DE-DE DE DU DEPT SLOT DA DEDE DDE DDE Dope ne bes 
song Satan yt te ees Fira P EP Er) PEACE OLDC 2) Para ar hear is beebees Resse, 5%, £255, < < 
rua aay sa ks he Saas Pht beDE DISEASE PM SED SEM OCDE MRE DEDEDE Ds PEPararl ake eh PS PL PSP PhDs eo gh 58 Serbo beds 5 Ps 
Tit iS “4 . s 7 Ps », 
tenaee a: as Seat a iEe Saha iets EP areraear) SPEEDED ae PROD PLP Pa Pr aPEP et SaaS as heh ah as + 5 
. Pi Dis * > < < SS St < 
tate 28g seats he DAase tanned to tatavatatate ta tatatataiasa sat etetasatsta sate tg satene tse tate tate tata tate te te tates 
Ps. a4 saigtr he tata tae te aa td oa a ta he oa td Saas ta tea ede haa Sep tate ta ta he teeta awa tetas, pe peeeans S459 etehatesk aka tasede 
. ng iy ESCOEDE SOLDER DCM LORCA DERE RE RED DTA MCAT DE DLS hr UC br he be BERD) ee OSPR hea rare eae 2528 PP PEDE DLL i PL PE PDC PEL OLY 
Seat Satie SPRORPECRPRE SCRE DERI AED DT ER ADAP RIDIN SPR PST APSO AER BP Rar LPN LP RPO SPP RPL rarer ar ares PEP 236 PPL eT PLOT DLP a » 
Basan ste 35 PPP SPLP er UPLP SLEEP LPL PS ORF LS LPS Pra ras bs $ Paresh hehe ar he Dr Dee a Dent DT hPAr aOR Na ys < 
Save ve ogsane Mega asa Rang sas esa Sg te he tes esas ge ves esate tem Pars Parar ar hrarbr arora. Nake 7 
Pires: AFR R ok ka eka Mate tps eteta satan tate Sasa DED DEPP RS OPM RSP SPL RI buat bebe REDE DCN) Dy pr ss ‘ 
~ ard C 28 Pe a as eh eye~ fe terete 4 .2%\2 Ne tay rh? bP ers 
sa bat SEMEN DE DED SEG? by prt PPTL PLP PLP PLP OLD Beset shakes eS 252 $2828 2828282 POL Pa SPpearaeat py: < 
PH DLEERAT PL DEERE DLL UAL RL OCDE DT DE DEDEDE DET DED AEDE AT DT DED De De DU DEDEDE DED OL DCP OL DEOL P PE PLP ae 2% 
beatae bea bes PRR hb DUDE DEAT NCE Deb br RED RT aT RESP DEREaT be EDP DE a RENE RE REREAD RD UD ARPA OER SP SP DIaP STD) 
A USPiP be bea aR RAR T A RPS t he SRP REPORT LT RO ORPE IS APL PRPL ODPL EPL ELE LIN eee hes Sak tases ta 
: Vee SPEDE PE TS PLP L PPL PS PULA PSL ES PLP L PL PDP PLPL PL DL PL PPLE PSPSPS PPh Dh DPAP RP RE RPL ERP AT Pate 
PPE LPR RE PES cibratu Perera ere raTR EP SPD PD Par SP RPA rR OPA PSS Rees Sete S ak acy CPL PLN St Ty 
SPE Pee POPL PLP wists ets hans nee a ee satansla tens gagte seks PPP bPaPhP Pars Oh rer hen rirs Panini gs Saks, apatites 
REP R Pere rere tice PPh Ra th th PRD Pa PPR PL PPL OLPL PL DSN L PL PL PUP LD OS PLL ILD) PLP PSPSPS PLM Dam Da Ph ase PLPSP 
PRrMPLEStRL hr Sth RE bi ehEe TR ay RRR LEC DED ERED ST he Rehr Ora TRE DRED REDE DE Dr AER De ee hE a a RPA ODER IAPR E PATS PDP PE PAD 3 
CEA RARER DDE DT AEDT DEDE DE DDT OT NE DEDEDE DE DL be DL DEDEDEDE DEDEDE DEDEDE DE be ALR DENT DL OLDE DEDEDE DE DEPT 
peeee SHE SPTDLSEN DEM EE MEDE DCS IAEDE DL DUE LSEM MDT REDE CR DE DED of ADEE DD DE DE DAML DE DT DL 
if ie 2 "4 fa te “ . . 
pas PP PPL PDs PL! PSP PSP aD Basa rataharaia rete van enet stot ste ig wate hg ieee ge aiete tate see, 
PSeSCar hin SPP Pah PEPE PEO R ES PSPs Dh Oi eke tase tases “see SSSI BS IEEE RSS 
: DPS PCPS PPL PESOS PLP PEO DL DEL Pee PPR PSP Para ea rs ee rata P PLP LPLPL NO RP a CLPS OL PLO PL PDs Pa naha tats tad 
RE hLbee bre SACRE MED DED DRE RES RE RCDE DE DRE DERE DRT DP De De APR REDE DED De Shea SES Sage SR CaS 
Lb PaP ara rir ks CPSPh Par aPh RPE PAPE D LPL RPL PLPLERPEPL OS PL PS ES tar prea r arb Pars partes Paras LPP PL SIL PEPE DLE Dd 
peHISS COENDEL ODPL ED MED RC DD: DEN DER DPD) DODEDERD DE MN DEOEDEDT BCH DUR PERC NEO OLDEN DEM DEREDT BUDE RED DP DED 
beer aes! PPL PPL PL PSPSPS PLP P| Skate iesesa tases se paseo ek Sanna PLP PLP PEPE PDL 
oS oe eS SR Set SoS SS RTA CS Rahat ite PRA Sah RRS RS SLPS SPA NERD S28 ok ete. 4 
‘ - Aste tene Pele. ey Masako teks typ ts See tease ae PSPaPLPar athe ar heheh: SPL PPL PRL PLP OEE OL BL LD Ss BE Oe De OLDE, 4 
a Pigehe Sete So Soh ghee SG ONG Pe PEPE L PPL ODL DL PLL PL. PLDs Pernt hea hear ara ae hes PP PLP LPL PLP oh UR SAS 
PSC RERERPIT ARS Oh? SEL PE PAPE DL OL OG PS ORD PL PLNGES PPO IPS POS 1D) DO PDP SPP RPDPhES ELPA PLES aoa LPL PPL OL PLD Pa < 
DAEREAEREREDL A DLATATAEHE DED REDO RE DEDEDE DED OAE RED DEDEDE SP br hr een) PRN A pease ToS CRUE 
Ne Nahata Sata atasy sae S ees seas sh ahal aes aah ales oh ahahas saacasass GS 2878 ah e534 SPN EDP Par hea! SRS 2 SSS AS <. 
ate ha SN awe PUPP ERD P LPR PEER RR ES Pa PS Pa Ph PPh Oa PAP. PPP Pash Pay waa tase e8esg hes NP PLa PD) DSSS xs 
LPLDSPL PSL Oa PLL Pa NSE D PREPS PSPS EDS PR PREP RELI LED PES PLES PSR ED PLP LP ha hs) “8a ees ahake PL PEP: LPL PL PL PL PLO. PE DL PLP O82 4 
SPARh ON RCR RESP A PhPR PS OST SDE PL Pa PP SP APS PAP LP SP SDLP ARS Pb PIL PER Ph Ph OPED PP SPIRES PSPSPS Pay SPLPSPSP Pra oan rar Ps) mS 
2% re or4 2 ri 2 - * _ 
SLRTRRREE DS PRERER ESR ROR TRENT RTE PD PSPSPS EPS ISPL PS PLE PL IL PL DL DDL DL DL PDL DL DED SPL DEDL DEDEDE DEDEDE DS DEDEOEDED DEDL DED Ps aoe my 
oP et el bee ee Pl ae) Ce lod 2 < ate ee el leo s aI Sate yet, sae ~~ Ve 
SELL PAAR REA? hPa PRP PERS PLOLO SDE PEDS DS DSP EDL PLDI SLIDE EL BLD DE DDL OL DEDEDE Dye DL DY De BODE EDL DL DD Ds ete = es 
PSPS hear PL PhP hPa PSP Para Dh PLP REPRE PLP PR LAPSE READ! Sah aS ak ats teat esas oN ens te eke at eee ee tet keke Shwe % Sek 
> PPE theheb rem er ear a? s SS ata ty tl My Ol Sa Ses tae te eS S38 4s 65 BOSS RIGS OS SOR ENR SE VSS PLDT DP 4 
ats PPS PL PSP RENT SPL OS PAPERS ea Ps: LPR Pe BSL IPL ee PB DL IL DL BL DS Le DE Ds OD DS LDL PLD DL CDE DL DL DEOL BE OM BiahaS ates Ne SASS gh So 
Behe gaa Sg SASS Se RESP R ANS a SND RSE aaa eR eS. DEAS SEES IRS SOROS SS RESIS SE LOS IAAI SS NILES ONS 
St PLPA Rh PPL PRES eR Pah PL th Pt Pyrara tern ears ra ts LPL. LPL PLN By SA VeOOUs se asahas SPL LL OD ELL OLIN DL DL DE DE DEY EPL PN Pe PPL Pe DLE Dy OL DOE Oe Be 
Depot bebe a DRED TREAT ARES be DEERE REO DE DED eb De DED OT Debra} SRS SENSE ROS PAP) R828 878 S288 SSS BOSSES US SSS OSS SS 
Sead hs Oats o es Sete tata tate tyes ee S28 PpPh PRP RPhe DE RED RE DEAP DC ME DAE DDE DEED, BED RE PLAY DEDEDE DES DERE DE OC DEPT PLD be Dt De PRraracararaene ae beaep ear ar ae D> 
a Pe Pah he Sit : oS, PSG ehe se Pp, ) ba y x aa > 
PERRY PPL Ph are PSP a PL PS ESP RPDS UA REDL Px PhP PLD DLDL DL PLR DDL DL PEDO LDL LPS DDL DL DL, PED PPLE PL DDD DS ES 
TS PLP aS Dams PSPS TAPP pM ara rt eS oer S58 Nee AS SP PPL POL RC POL PL PPL PL PL OL DL RE DL OL DL DE DEOL OL DL Dk DL Ot CPE IP DS BE DE DOO DE DL De De 
PPAR BPRS ORER DS Dark Oh Ph OA Ta Rats Ds Fh PAP brarar ute be Res the OAD PPP a! 38 Sa Vans, SPARS Ps SUA AA LORS. Pan  L De OL ie OL Ds nes 
Duby PPM DEDEDE DERE OT NDE DED DEDOEDLDED MED DEDE DL DEDEDE DEDEDEDLDSDL DS DCE HL DEDEDEDT DED DER DUDE DEDL DESY SRS SON DEM DEDEDE DEED 
enue - 4 é “ e ete tes s é OG < es ste 
SCID DEST Y Fes TSOTSI SS, SSeS. a8 ABS Maes aS gtk Mot RR an tae te Ng tet EOL PCD De Pt De Pe PL DL OL DL DE DL BE Dy 
EPS OEPEe MPLS PERSO DU DEDEDEDEREDEDL DEDLDEDL DEMEDLDK DEDLDL DLDEDODL DODD D, DEDEDE DUDE DERE DL DE DE DEDEDE DUDE DE PAPSPSEDE RPP Star ar De Dep Arar prt 
Dab PRL DE HDL DED bebe DEPLETE PRED DE PED DDL ARERR TRL OE DED PPLPAP DPS ae PSP PS Pa Pa PoP LP Lk DR ISA DS ae S tak ka et Ae toe, 
DER DE REDEDEDEDE DEN DDE NEDEDEDT OE DCD. DEDEDEDEDEDEDEDED DEDCDEDEDEDEDED: BEDE BE DLDENEDDEDE DEDEDE DEDEDE DER DEDEDE DED DUI D eePnhocneeche ran ponepr arnnb ey 
ae m eta XaN Na attest eNe he ah Exot eteke eke ; y PLP PS | DSSS SIRS SKS 
Segegt SSSR, SSDS. DEB OL br DLT IN Pie RCO DON py Oe BE REDE I DRS RL By Br ee Pn RT ER PPP Pea Ps OF Od 
Sr tat gs eles SANS AN gate ete NEN Set Sgkgs CPPS PSPSPS Ps Pas beara! SPEC PPA PS Ph PL PLP L EL PLO PLS DERE DLO Dh | RIAA SS RR UR RS Se 
AUN GSS NWO Bee. Pia ge Wl Oe SERIES oS Bae ORO EES EOE SDL Dh Os Oe OF BDL Oe On Di ODE DE Ds 5 
Pa Payee! DPE ALE Mea y Noth ete Pa Papas 2 Pars PP N2TSgNeRZ eieesse RASS ahaha tas ena hes SERS SSE. <3 CA PRPC PR PRL PO PL Ds Ph OPE OF OR 
gy Sasg Senator Sats ESR AS PPAED ERE DEDE DPD PR ATEN DPD bea Dara DER Dr Dr ae Rr Othe ah NIRS SLs De Se DD ODN De Oe ED Gg 
Dats BL Path PSR Ph OSPR PEO hE PR PAS PhO Pa PPh Ph Ph PLP. PL PS PLDs Ps Pi BPP : Susy ekgky PEON Pt De Be PCBs Dt OE Oe De DE OL Dae Oh De ie De Se OES Ot PO ie IDE 
PALL Sh P A PAPA RR heheheh Path DADS MaMa Dare PL RS 2 Pi Mi PSP PPh SD PAD Ps Pi ts SPRPD PhP ear PAP haha Ph Pa) VERS OES IEE CEU SECS 
PDD REAR DERE RED DERE REDE RED DER aE REA DERE REDD ED. bly 4 PPPS Ph Bight ging PLPa PAP ees RASA As PNaN aha Ma tah 25 Need Nee De 
PURE RUE PDL EOLA MASI RaP eh eh MS Ri Pa eh Ms PRE Ph MSPS PSS Pi Pa PSDP DL DDL TEDL P SPL PAS OS AOS ERR OOOO ER ORS VRIES CS 
PERTH SEN LAME OCAED CALDER RCRA DRED ERE Dea DER ADEE DER REDE NEEDED: Ohara Ps PP bPeSPaeararhearhe ear heyy PAPA PAAR SPL PSO PDE DSL (DE DE De OS Oe BY 
ge uma e eng VERE TESS DP Phehrhear hear ard dee Deaear eae DED aE DEDEDE mat Deal brae bene RAPS PAD SOLS PPL DLL Oe ON DL DS De ENA NIC UCD 
Shi NP DURES Shear N Me PP READ thes) Sree rb PaPa Phe then ears SRG Pret PLO Pet Oe bess TSS EN ORAS, SIRNAS SS NES AS SRS 2. 
7 PERSP PPAR SMS Cth AES 2h Ps PLP eS Pi AO PPLE PLA RPDS beara be ae be bed! SOR OAES SASS BES SAS NDS SSS LSS NSS ECS 
nthe hearers! EPR PRES ED PRED P a Ph Pai th ake S S88 aha ue tans DROS NE RS ROR RS, Bas VAIN SATS SS 
Pam ae Deh hebrdeeraeheDehepepenr pea rar ara ar ara SRRENE PSP Phas Para Par ay SPaP a DPR POP DAP PPA x N28 serge BERR EGE 
z ra _ <. WN Z ra 2 BUNe 4 aXe 4 > ae > 
SPOS PSS PSR PE RS BLD MEPS PEAS PCL DDS PLD PE POPS Pa De PS PS DE PLIE DLS PDL PADD DD SCPE DEOL ODE OE OCDE DEDE DIOL OE ADDN 
a PPAR APA rah Ps SPARS RSIS Pah Maha Ph Os PS PsP PO 2h RENOWN RCE Os LAs atek ss Pat ‘ 388 7 
RA he hh SIRES SASS SS SAAR RZ ung? SSeS aS SOS SSIRIS ES RISES SSG ate 5 2 ex 
MeN ASN MER EN MONA Ngee a Ng eae RG Sa MeN WN ON Ng WN SN Na ee SUNN ROS ta EN Se NN We EN Ph. SAN) “ DRaN 42 
SOREN SES SOS ON OSS USER OS AS ORE SSNS SSS ONE RS NOTIN NS AON RR NN RRS ON SEE OREN EES OSS S <s os 
: bh SPAR TARA PA Para RAD SASS TEARS Seka, NaS NG SMES LS NOS ERS RUNS 284 A. 
PETS Se VANS NS TSO NOSES NS UNIS NOS aS SOS OS Sah SONI NS ON SRS ONES OS a SOS TES SD STS 
PROP PRPS Pha DP 7 Pa Pint PPS PPP Ph Rees) SS SOSOS Shy LM wg NON y Was Vig Vs tea Se Oe Se TaN Oe We tae Spe oN eA OLAS At Ps 
SSE CRE RN PO Pa Pa PS LPS PS DSPs Pts Pah Dearne ent Ps ARN, S2 TES A NSN, CRISES NON RSIS SRS SUS SAA 
ate Rea Ra RD Pama Porat Para Ra Ph ee ey Pts 25 POL Ps PPPS? etek PS) SSN Se SRE SREP LEEPER PLO WS aS oR Rhy ah 
SISTA ISIS aR SANS TS SNS IS RN SS OA SSS QS SEDER OREM 
BE SEPM Maha PP, Sao Sh 5 AES INGSy BP Ohh Oh PE OL CEO | See MARRS SS eyes ie 
qa aS, Ag % PY IRONS NUNN UNO a NaS ee Co OL CL ws Bd > 3 Ao 
DeParoE npr ntbebeath DEARMOND RER NUM DUDDE REMC DEREDEDE DEDEDE DY DED DE DEDDD RED DEN DRDED DRED Saigercencs 
: a S rn : 5 » ~ NS ‘4 Ma so 2 Pi 3 evsX 
Pa PPh PoP PEPE DO PSPS DDE DS DS OE DS DSPs PDS DARE PSS POD DDE DL DSP NNER DDS DS PLD PDA DL RESEAR UN 
SAS SS SEE SISESAS EER NESSES RS SRN POPPA Pe PS DOL Sats < 
SEXY SOS sPh) mg Betas ANNO as ay we NUN USNES NSN ane ptt Reha Aa Naas Sate eat 224 RUA LRA 
SENSES Nae aaa a a ae eT YR GENIN EN ISIE 34 SSE S SNES < > 
Sear broea tae) ay, NERC AERP DENSA ata Pa Pas Ny RSS S28 SIRES AES REARS Pa Pht ees <o8 *< 
Sbrhebeaes DS POPS PSP DS DS BS PDS DRL PAPA PRD PSP Mok > 
Rae, x Pane 2s PAPA! we SOOO 2& Saree ‘2 x 
abr hehs bs ne bina he noe DE NED DE DEAE DEDS De DPD De DEDSDEDL OED 
SNE SENN NSS 


















S gx < 
tas PPR ORL Re SNH ase SBk8 ee 

























NN Sea TS AQIS 
w 




















































































a8 MEN SNE Re RSS ROS S SN ERES ANNES RIERA Nh 

SENS SG3 PPP DCOTRPPE DAP REDS DRENDEN DOH BEDE EDR DODO PE DE DD Dn 3 
SRO PPh AOA ANG NU UN RUNS © SET ON WON Se x 

Wee , i SSS SS EON SG eS ge TS ‘ 
OSEAN WS aataeeeee Rater be NR ORRD DREAD DEDEDE DED ION <3 
meapereretar een ararnt be rnarerarnthen por hrne REIS SSSSERRS Dh 
Se SAoa SNe Peete ag eb esa 
A s ws < < ‘<> 
AA oN LAN 

“ ss S38 

* 2S as 

. ates >| RAS as 

Picea! ont Pets > 

‘ ; ; 4 AON < 
WSUS SS SQUNNN sep 

SN SSS Pa the < 

Ps ANN, LS. . 

PERS SS ; 

Se 

SANS, ss38 aise SN S 


os 
~ 








eS) 
oe 


4 








SSIS 
* RNS ENN ES. 
RNG RG RRS 






